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-Oil Soluble Anesthetics 
Dear Editor: 


I have attempted to use the long lasting 
oil soluble anesthetics and have run into 
considerable trouble. It would seem that 
either the anesthetics are at fault or my 
technic. 

There are frequent sloughs and ab- 
scesses. Could you advise me in this re- 
gard? 

Bot, SED. 
Detroit, Mich. 


The use of the oil soluble anesthetics 
should be reserved for those who have 


developed a proper technic. There is no 
doubt but that the surgeon who finds diffi- 
culty in employing these anesthetics, and 
develops sloughs and abscesses, should 
discontinue their use. Properly employed, 
the oil soluble anesthetics are the answer 
to the proctologist’s dream. It has always 
been the proctologist’s hope that there 
would be a technic that would permii 
painless surgery and a painless postopera- 
tive course. Painless surgery may be 
easily achieved by local anesthesia, re- 
gional block, caudle analgesia, or spinal 
analgesia. Some proctologists employ gen- 
eral anesthesia or intravenous anesthetic 
agents. However, the hope for post-opera- 

tive comfort is not so easily achieved. 
Oil soluble anesthetics have provided 
such post-operative comfort when properly 
employed. The technic requires that the 
—Concluded on page 165 
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Carcinoma 


Of The Colon 
And Rectum 


Newer Developments in Diagnosis and Therapy in 1953* 





EARL J. HALLIGAN, M.D. 


. 


A. 
A 


F I 
J. KENNETH CATLAW, M.D., F.A.C.S., F.1.C.S., F.L.A.P. 


Cancer is the second greatest cause of 
death today. 17.6 percent of these deaths 
are caused by carcinoma of the colon and 
rectum. This represents 35,000 deaths in 
1947 that occurred in the United States 
and Canada. Although rapid progress has 
been made in the treatment of many di- 
seases, we are still dependent upon early 
diagnosis and surgical removal in the 
treatment of these lesions. Unfortunately, 
the percentage of early diagnosis has not 
kept pace with the advances in surgery, 
even though we have a condition in which 
nearly 70 per cent can be diagnosed by 
digital and sigmoidoscopic examination. 

Malignancy of the large bowel appar- 
ently is on the increase and may be more 
frequent than carcinoma of the stomach. 
Breaking down of the mortality figures, 
deaths from rectal and anal involvement 
equaled 15 per 100,000, and 25 per 100,- 
000 arose in the colon. 

It usually occurs from 50 to 80 years of 
age. It is most frequent in the fifth decade 
but we must not forget that it also occurs 
in the young. We have had now, four cases 
under 20 years of age, one last month be- 
ing 17 years of age, and the United States 
Army reports a group of 26 carcinomas 
occurring between 18 and 20 years of 
age. It can also occur in childhood, usu- 
ally as colloid carcinoma. 

When one considers that the rate of 
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operability has risen as high as 80 to 95 
per cent or more and that the mortality 
rate even including procedures of greatest 
magnitude is five per cent or less even as 
low as three per cent in some large cen- 
ters, it certainly behooves us to make an 
effort to diagnose the lesion earlier. In 
most instances the lesions are slow grow- 
ing and metastasize late. While we re- 
alize the symptomatology may be often 
vague and not definitely localizing, the 
doctor must develop a high index of 
suspicion and the patient educated to ap- 
pear earlier for examination and _ treat- 
ment. 

A family history of carcinoma appears 
in 16 to 25 per cent of the cases, but only 
about two per cent have a direct family 
history of intestinal carcinoma. It occurs 
with equal frequency in both sexes. Per- 
haps the left colon is slightly more fre- 
quently involved in the male. 

No physical examination is complete 
without digital and sigmoidoscopic exami- 
nation and a biopsy (sponge or punch). 
The education of the public to apply 
earlier for treatment 
portant. 


is also im- 
Most cases have had symptoms 
from seven to eleven months before the 
diagnosis was made. 
recognize that 


*Presented before the Fifth Annual Convention, In- 
ternational Academy of Proctology, May 28-31, 1953, 
New York, N. Y. 


most 


They must learn to 


hemorrhoids, _ fissures, 
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fistula, proctitis, cryptitis, while not neces- 
sarily a precursor of carcinoma, may be 
coincidental. 

Pathology of carcinoma of the colon 
differs in the right half and left half 
of the colon and helps to explain the 
symptoms. Carcinomas of the right half of 
the colon are large ulcerating lesions 
often covered with nodules, and are not in- 
clined, as a rule, to encircle the bowel and 
cause obstruction. They are more apt to 
go on to perforation and abscess formation. 
Metastasis occurs late, and if no lymph 
nodes are involved, 68 per cent are apt 
to survive five years or more. If the 
lymph nodes are involved, with the con- 
tiguous structures, the 5 year survival rate 
is reduced to 37.5 per cent. In the left 
half of the colon and rectum the growths 
are more apt to be scirrhus, have a tend- 
ency to encircle the bowel and cause ob- 
struction. It usually takes six months for 
the growth to encircle one-fourth of the 
bowel, about twelve to fifteen months for 
about half, and about eighteen months for 
complete encirclement of the rectum. 

The five year survival rate is between 
50 to 74 per cent with no lymph node in- 
volvement and about half of that where 
lymph nodes are involved. The spread of 
carcinoma is rarely more than 2 cms. in 
the intestinal wall, and particularly a 
spread downward of more than three 
quarters of an inch, even in_ the 
lymphatics; this occurred only in two per 
cent of 15,000 specimens of the rectum 
and sigmoid as reported by Goligher et 
al.16 

However, in very anaplastic carcinomas 
the growth may spread laterally, two or 
three inches. Of course, downward spread 
in the lymphatics may be greater if the 
proximal lymph nodes are overwhelmed 
and obstructed by the carcinoma. Lym- 
phatic spread usually occurs before the 
entire bowel is permeated and there is 
usually an orderly upward spread, first 
to the epicolic, then the paracolic, in- 
termediate and principal nodes; occa- 





sionally the epicolic and paracolic nodes 
are skipped and the intermediate and 
principal nodes involved by direct chan- 


nels. This occurs chiefly in the hepatic 
flexure, the sigmoid and the rectum. In 
rectal lymphatic spread there may be di- 
rect channels to the nodes at the bifurca- 
tion of the superior hemorrhoidal artery, 
at the junction of the sigmoid and supe- 
rior hemorrhoidal artery and at the origin 
of the inferior mesenteric artery to the 
nodes just below the third portion of the 
duodenum. A downward spread is impor- 
tant if the nodes are blocked. 

At least 5 cms. below the palpable edge 
of the lesion should be removed. Actually 
the bowel should be resected 10 cms. be- 
low the lesion. When one pulls up the 
bowel for resection and stretches the bowel, 
and when the bowel is removed, the 10 
cms. shrinks to 5 cms. in the fresh speci- 
men and to 3 cms. in the formalinized 
specimen. Therefore, the pathologist’s esti- 
mation of the spread is much less than the 
actual spread. The surgeon should con- 
sider this and be more radical in his re- 
moval of the lesion. 

Lateral spread is quite marked in seven 
per cent of the colon tumors and sixteen 
per cent in those with metastasis. Lateral 
spread in carcinoma of the rectum, par- 
ticularly the lower 7 cms. from the anal 
margin, is a true lymphatic spread and not 
a retrograde process. Up to now, lateral 
spread has not been emphasized and when 
it was, it was directed toward the removal 
of the levator ani muscles. However, it is 
not emphasized that the muscle is involved 
by direct extension and the principal 
route is the lymphatic spread following 
the middle hemorrhoidal arteries. 

The results are so poor in this area 
that this area (from 7 cms. down to the 
anal margin) which is the level of the 
middle Houston valve, that complete re- 
moval of all the nodes along the middle 
hemorrhoidal, the hypogastric, external 
iliacs, and even the obturator nodes and 
the endopelvic fascia should be done. In 
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this region colloid carcinoma, which con- 
stitutes 5-10 per cent of all malignancies 
of the colon and rectum, is very apt to 
occur, particularly in females from 40 to 
50 years of age. 

Colloid carcinoma, while histologically 
of low grade malignancy and rarely 
metastasizing, offers a very poor prognosis 
because of its local invasive properties 
and its high rate of recurrence after re- 
moval. In addition to local infiltration 
and lymphatic spread in carcinoma, venous 
spread may take place by embolism 
through the veins, lodging in some 
distal area. Even though adequate re- 
moval of the local area is done the 
outlook is usually hopeless. It usually oc- 
curs through the portal system but may 
take place through the vertebral veins be- 
cause of the anastomosis with the portal 
system. This explains metastasis in the 
sacrum, coccyx and lumbar vertebrae. In 
94 per cent of the cases with bowel blood 
vessel invasion, there is metastasis to the 
mesenteric veins in every case. 

When the bowel wall alone is invaded, 
the percentage of metastasis is not so high. 
Lahey2° found only 14 per cent of five- 
year cures with venous involvement. 
Probably one-third of the colon and rec- 
tum have venous involvement. 

Perineural spread is also becoming 
recognized as being important. Multiple 
carcinoma of the intestine occur in 4 to 
7.5 per cent of the cases. 

The chief symptoms are pain, alteration 
in the bowel habits and blood per rectum. 
Pain, which may vary from a vague dis- 
comfort to severe pain of complete intes- 
tinal obstruction or a severe tenesmus, 
occurs in 74.5 to 80 per cent of the right 
half of the colon and 60.5 per cent in the 
left half. 

Rectal bleeding occurs in about 80 to 
85.6 per cent of the cases and the same 
percentage of the cases have an altera- 
tion of bowel function such as the onset 
of constipation, increase in constipation 
or diarrhea. It is often very difficult to 
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elicit a history of change in the bowel 
habit because of the insidious progress of 
the disease. A change of the caliber of 
the stools or alternating diarrhea and con- 
stipation occurs in about five per cent of 
the cases. 

Abdominal pain is often vague and poor- 
ly localized in the beginning, but later 
may be cramplike and colicky, occurring 
frequently and is associated with obstruc- 
tion or due to pressure of the nodules 
of the growth. The blood in the stool 
may be bright red if the growth occurs 
between the rectum and the splenic flex- 
ure, and dark red blood proximal to this. 
However, it may occur only as melena 
(tarry stools) or even as occult blood if it 
is retained in the rectum. 

Ninety-eight per cent have at least two 
or more of the preceding. Acute obstruc- 
tion occurs in about five per cent, particu- 
larly in lesions of the left side. Loss of 
weight of about ten pounds occurs in 
about 67 per cent. The presence of a se- 
vere anemia or the accidental finding of 
a mass should lead to the investigation of 
the possibility of a carcinoma of the right 
half of the colon, as almost 25 per cent 
occur here. Digital examination should 
never be overlooked. As high as 25 per 
cent of carcinomas of the rectum may be 
overlooked if this is not done. 

In addition to digital examination and 
sigmoidoscopic examination, barium enema 
and more particularly barium enema plus 
air injection is indicated. Care should be 
used in the amount of barium injected. 

The right half of the colon arises from 
the mid gut and the left half from the 
hind gut. Anatomically the right half of 
the colon is larger in caliber and its walls 
are thinner, its blood supply comes from 
the superior mesenteric artery. Its con- 
tents are liquid and teeming with virulent 
organisms. Its function is absorption, 40 
to 50 per cent of the water being ab- 
sorbed in this part of the colon. Whereas 
on the left side, the walls are thicker, of 
narrower caliber and its function the stor- 
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age of feces until expulsion of the latter 
occurs. In the right half of the colon, 
the symptoms are usually not due to ob- 
struction unless the ileo-cecal valve is in- 
volved: only three per cent obstruct. 


Symptoms differ in the right and left 
half of the colon because they differ em- 
bryologically. The symptoms in the right 
half of colon are apt to be vague epi- 
gastric discomfort and local tenderness 
below the ribs or in the right half of the 
abdomen, that persist and are frequently 
the early signs of carcinoma. They may 
complain of nausea, eructations, fullness 
after meals and lower abdominal distention. 
They are frequently diagnosed as either 
appendicitis or cholecystitis. Intermittent 
attacks of diarrhea with periods of normal 
bowel movements with no tendency to con- 
stipation is noted. The anemia is apt to 
be severe, hemoglobin 25 to 30 per cent, 
almost resembling a primary anemia. 
However, it is always secondary and cor- 
rectable by the administration of iron after 
the lesion has been removed. The only 
other two conditions presenting such a 
severe anemia are pernicious anemia and 
carcinoma of the stomach. 

The anemia has been attributed to vari- 
ous factors: slow blood loss, hemolysis as 
a result of sepsis and absorption of toxic 
products of bacterial growth and _ the 
breaking down of the lesions, inadequate 
intake of Vitamin B,, because of poor 
appetite, inadequate utilization of Vitamin 
B,. and the storage of iron by the reticulo- 
endothelial cells which do not release it 
for systemic use. Any combination or all 
may be operative in the production of this 
severe anemia which may sometimes be 


and cachexia are unimportant in early 
diagnosis. A mass may be found in the 
lower abdomen either by the patient or 
the doctor in carcinoma in the right half 
of the colon. X-ray may be confusing in 
early rightsided lesions, particularly if 
the lesions are on the posterior wall be- 
cause the barium filled colon may fold 
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If one 
is suspicious at all, x-ray should be taken 
Symptoms 
in the left half of the colon are essentially 
those due to obstructive phenomena. 
True polyps are probably all pre-malig- 


over on itself and hide the lesion. 


repeatedly at short intervals. 


nant. The polypoid adenomas, pseudo- 
polyposis as arising from ulcerative colitis 
and diverticulosis, are considered by some 
men to be precursors of malignancy. 
Polypoid adenomas may be single or 
multiple, sessile or pedunculated, and they 
are more apt to be multiple, 70 per cent 
of them occurring in the lower sigmoid 
and within the same age 
They are very prone 
to malignant degeneration, and the carci- 


and rectum; 
group as carcinoma. 


nomas arising are apt to be multicentric. 

The adenomas are either smooth and 
lobulated or may be cauliflower-like 
growths; at least 15 per cent of them are 
malignant, heredity is apparently a great 
factor; the an over- 
growth of intestinal mucous membrane is 
a Mendelian dominant; in fact there is a 
condition known as familial polyposis in 
which as many as 1,000 to 2,000 polypoid 
adenomas occur in increasing frequency 
down to the rectum. 


predisposition to 


The villous adenoma is characterized by 
proliferation of surface epithelium with a 
broad base with induration; 69 per cent 
of these are malignant histologically and 
40 per cent are invasive. Therefore, every- 
one of this type of polyp should be re- 
moved. If those in reach of the sigmoido- 
scope and biopsy show they are locally 
malignant and attached by narrow stalks, 
they can be removed by fulguration. Those 
in the colon above that of the same type 
can be excised after opening the colon. 

If polyps are of the villous type, they 
should be excised, particularly if the base 
is malignant. Welch** advocates excision 
of a segment of the colon instead of ful- 
guration or simple excision because of the 
danger of hematoma formation. Poor heal- 
ing of the colotomy incision with possible 
abscess, fistula formation and _ peritonitis 
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give a morbidity higher than resection. 
If there is no invasion of the muscularis 
mucosa or lymphatics and vascular chan- 
nel, it may be treated locally. 

If it is invasive, and particularly if 
lymph nodes are involved, a radical oper- 
ation is done. If it is within five inches 
of the dentate line and not invasive, it 
can be fulgurated. 

Cattell® shows a mortality in polypec- 
tomy —2.6 per cent. Recurrence occurs in 
25 per cent. Villous polyps should al- 
ways have a radical removal because if 
they are not malignant they will eventually 
become malignant. 

Familial polyposis always goes on to 
malignancy, and therefore total colectomy 
and abdomino-perineal resection should be 
done. It is now being recognized that 
pseudo-polyposis, a complication of ulcer- 
ative colitis, may have a relationship to the 
development of adenocarcinoma. A total 
colectomy should be done if carcinoma oc- 
curs, because the lesions are apt to be 
multicentric and highly anaplastic. The dif- 
ference of opinion has existed because the 
advocates of non-malignancy have not fol- 
lowed their cases long enough. A case 
may be quiescent for as long as ten years 
or more and still develop malignancy. 


Ulcerative Colitis patients studied 
for 20 years showed a 5 per cent inci- 
dence of carcinoma. Short term follow- 
up does not show this, but long term does. 
The average age is 42. Complicating 
adenocarcinoma occurred when the patient 
had colitis for 15 years or more, eleven 
years younger than average age for carci- 
noma. The grade of carcinoma is high 
and apt to be multicentric. The lesion is 
more extensive and the prognosis poor. 

Pseudo-polyposis are small excrescences 
of mucous membrana, and when seen, had 
their origin from islands of mucosa after 
the ulcerative process had ceased. Pseudo- 
polyps occur with healing. They usually 
occur in third or fourth decade, but may 
occur as early as 10 years. The symp- 
toms usually are present six years before 
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the pseudo-polyposis with a history of only 
18 months duration of ulcerative colitis. 
Sixty per cent of the patients who had 
ulcerative colitis and developed carcinoma 
had pusedo-polyposis. Pseudo-polyposis 
may disappear spontaneously. This rela- 
tionship lists pseudo-polyposis as a pos- 
sible cause for malignancy. 

Diverticulitis and Diverticulosis 
Some men consider these as pre-malignant. 
However, the great difficulty is in differ- 
entiating between diverticulitis and carci- 
noma and the possibility that they co- 
exist. 

Diagnosis by X-Ray Shows the 
Following: In diverticulitis the sigmoid 
is in spasm, is irritable, but distensible 
and tender. The segment is long with no 
chronic distention above the area. 

In carcinoma the lesion is rigid, firm, 
shows poor filling and is not distensible 
nor tender. The segment is short with 
chronic distention above. 

Sigmoidoscopy Shows: 

Diverticulitis Shows 

1. Limited mobility of a segment of bowel 
that is normally freely movable with 
angulation of the rectosigmoid with ab- 
normal tenderness. 

2. The lumen is reduced, and adherent 
spiral mucosal folds are present with 

3. Sacculation of the sigmoid 

and 

4, Visible diverticula may be seen, and fri- 
ability or edema of rectosigmoidal mu- 
cosa, and an absence of blood and mu- 
cus. 

Carcinoma Reveals 

1. Presence of blood coming from above 
the anorectal area, a visible ulcerated 
mass, available for biopsy 

and 

2. The absence of positive findings of di- 
verticulitis. 

The presence of atypical cells resembl- 

ing neoplastic cells, obtained by swabs 

from the bowel and stained by Papani- 
colaou technique. 

Diverticula If both inflammatory 
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carcinoma and diverticulitis exist to- 
gether, all these signs fail. The barium may 
Flecks 
of barium may look like diverticuli and it 
is hard to get biopsy proof in the presence 
of an inflammatory lesion. It may be 
carcinoma and vice versa. One should 
open the bowel at operation and examine 
the mucosa. If carcinoma can be visualized 
or palpated, or biopsied with frozen sec- 


tion or possibly using smears with Papani- 


not go beyond the recto-sigmoid. 


colau stain, the correct diagnosis will be 
revealed. Rare cases of linitis plastica of 
the colon look like ulcerative colitis. 

The sigmoid is the most common site of 
diverticulosis and also of carcinoma. It is 
not too common to have both together. 
Probably both occur together in 25 per 
cent of the cases or less. 

Bleeding, if present, is highly suspicious 


of carcinoma, particularly continuous 
bleeding, and exploratory operation is 
necessary. 


Radical operation may be difficult be- 
cause it may involve other organs.2* When 
carcinoma is suspected with diverticulitis, 
a transverse colostomy is done. Radical 
operation is done four weeks later. 


Diagnosis in 60 to 70 per cent or more 
of rectal and colon carcinomas may be 
made either by palpation with the examin- 
ing finger in the lumen of the bowel after 
opening, or by sigmoidoscopic examination 
and biopsy. Biopsy may be either with 
excision of a small piece of the growth or 
by the sponge biopsy method. The ex- 
amination of smears are not as accurate 
as the sponge biopsy method. Biopsy 
should always be taken from the center, 
periphery and the epithelium surrounding 
the growth. 

Diagnosis of lesions above the level 
reached by the ordinary sigmoidoscope are 
made by x-ray using barium and the 
double contrast enema. X-rays are sur- 
prisingly accurate in these lesions, but if 
it is negative, and if one is suspicious clin- 
ically, then the patient should be re-x-rayed 
at intervals. 





Preparation of Patient Preparation 
of the patient for operation usually takes 
from five to seven days, except in those 
cases of acute complete obstruction. For- 
tunately, the latter is rare. The patient 
is put on a high caloric low residue diet 
until 24 hours prior to operation. The 
last 24 hours he is put on liquids ex- 
clusively. Sulfasuxadine is given every 
four hours in all cases where constipation 
or evidence of partial obstruction exists. 
It not only lowers the bacterial count, but 
keeps the stools soft and somewhat liquid. 
In the last 24 hours they are given sulfa- 
thalidine. Those cases which have diar- 
rhea, though not associated with partial 
obstruction, are given sulfathalidine every 
four hours. Since using sulfasuxadine 
and sulfathalidine, we have eliminated the 
initial catharsis and saline enemas, ex- 
cept in the occasional case. 

All the usual laboratory studies are 
done, including a complete blood count, 
blood chemistry, urine, total serum pro- 
tein and albumin-globulin ratio. We have 
been particularly interested in blood vol- 
ume studies and found them to be a great 
help in estimating the amount of blood 
needed for transfusion. 

Preoperative restoration of the total 
hemoglobin by whole blood transfusion to 
the normal level, has resulted in a mark- 
edly decreased incidence of shock, better 
wound healing, lessened postoperative 
edema in the area surrounding the suture 
line, less danger of infection, hepatic 
dysfunction and other complications. 

Fluids and electrolyte balance are re- 
stored to normal equilibrium and sufficient 
vitamins are given including vitamin K, 
which is always essential when giving 
sulfasuxadine and sulfathalidine, because 
of elimination of bacteria necessary to 
form vitamin K. It must be remembered 
also, that penicillin and sulfathalidine are 
antagonistic to each other. 

Antibiotics In place of sulfasuxadine 
or sulfathalidine (phthalysulfathiazole) , 
one may use one of the various antibiotics. 
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Streptomycin can be given orally as a 
combination of glucuronolactone-strepto- 
mycin. Streptomycin is given in dosages 
of % gm. and glucuronolactone 2 gms. 
every six hours orally, which will suppress 
the bacteria for fourteen days with even 
those that have become drug-fast, as we 
know many of the organisms become 
streptomycin-fast. Dihydrostreptomycin is 
preferable to streptomycin because of less 
danger of neurotoxic effects. However, it 
may damage vestibular system, auditory 
system or both. 

Neomycin is only slightly absorbed, is 
little toxic when given by mouth, elimi- 
nates Bacillus Coli promptly, but not the 
growth of Aerobacter aerogenes. It is an 
excellent antibiotic for the preparation of 
the bowel for surgery. The drug is not 
inactivated by the gastrointestinal secre- 
tions or by the products of digestion or 
bacterial growth. However, it cannot be 
given for a prolonged time nor at high 
dosage because of possible toxic effects. 
We feel that neomycin, given to a patient 
who has been properly prepared by a low 
residue diet and an initial catharsis, can 
be prepared within 24 hours, as a rule, or 
the preparation may be prolonged for 72 
hours. Usually we give 1*gram of neo- 
mycin sulfate every four hours for 4 doses 
and then 1] gram every 4 hours until about 
9 grams are given. The preparation 
should not extend beyond 72 hours. Re- 
sults are excellent, while one may have 
a semi-solid or mushey stool or some- 
times a fluid of odorless green content. 
The bowel resection may be done and 
peritoneal contamination, even in the face 
of open end to end anastomosis, rarely 
occurs. However, if it is necessary to op- 
erate without delay, the colon may be 
emptied of gas and feces and filled with 
a one to two per cent aqueous solution of 
neomycin. Poth.?® 

Aureomycin is valuable but you must 
remember its side effects—nausea, vomit- 
ing, diarrhea, the occurrence of pseudo- 
membranous colitis, its thromboplastic 
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properties and its deleterious effect on the 
liver. Rutenberg?® Macht?* Lepper.?! 

Terramycin, although not bactericidal 
as is penicillin and streptomycin, is bac- 
teriostatic for both gram positive and gram 
negative virus and viruslike organisms. It 
may be synergistic with streptomycin in 
relation to organisms that are resistant to 
streptomycin. Administration of 2 grams 
orally as an initial dose, and then 34 gram 
every six hours for three to six days, is ef- 
fective preparation for colon surgery. Side 
effects such as glossitis, heartburn, vomit- 
ing, diarrhea and anal and vulval pruritis 
may occur, but less often with terramycin. 
However, one may get an over-growth of 
Proteus, pseudomonas and the onset of 
Monilia effects have been noted. 

The treatment of the side effects of 
these drugs are simple in most cases. To 
prevent nausea and vomiting, milk or so- 
dium bicarbonate or sodium carboxy- 
methyl-cellulose (Carmethose) is given. 

Diarrhea is controlled by simple meas- 
ures, plus parenteral use of liver extract 
and injections of vitamins B and K. 
Codeine, paregoric and papaverine are use- 
ful. 

Vulval and anal discomfort may be pre- 
vented by the use of the new antifugicidal 
and antipruritic drugs such as the non- 
toxic lower fatty acids and their deriva- 
tives and by the local application of gen- 
tian violet solution. Turell.?? The use of 
Vioform (5-Chloro-7-iodo-8-quinolinol ) 
three times daily in 250 mgm. dosage is 
very useful in proctitis and pruritus 
Beck.’ Antihistaminics, both locally and 
parenterally may be helpful. 

Erythromycin is effective against gram- 
positive bacteria, removes Clostridia but 
has no effect on the gram-negative organ- 
isms. It is inferior to terramycin as an 
intestinal antiseptic. Turell.2°4 There 
has been no report of overgrowth of yeast 
or fungal organisms with the use of this 
drug but we shall await later reports. 

Magnamycin is_ particularly active 
against staphylococci, streptococci and en- 
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terococci. 


We must remember that it takes at least 
24 to 48 hours longer in patients with ma- 
lignant colonic lesions to supress the bac- 
terial flora by any means, and longer with 
intestinal obstruction, intestinal fistula and 
perforation with abscess formation, because 
they definitely interfere with the elimina- 
tion of the susceptible organisms. 


terramycin 


In emergency operations 
used intravenously, one gram every 12 


hours, is very effective. We must remem- 
ber that the antibiotics are an adjunct and 
they can never replace careful surgical 
technique, good anesthesia and proper pre- 
operative treatment with the restoration 
of the fluid and electrolyte imbalance, 
hypo-proteinemia, anemia and vitamin defi- 
ciencies. 


To be concluded in next issue. 
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Diagnosis and Medical 


Chronic diarrhea is a frequent problem 
of the gastroenterologist and proctologist. 
It is a symptom associated with many clin- 
ical disturbances. The differential diag- 
nosis, etiology, symptomatology and med- 
ical management are often difficult to 
determine. Various classifications have 
been presented from time to time, the 
simplest of which perhaps is that of 
Kantor! classified all diarrheas as 
either organic or functional. 
attempt to determine the etiology and the 
best possible medical management, we 
have classified the chronic diarrheas as 
follows: 

1. Physiological Disturbance 
(a) Achlorhydria 
(b) Gastric surgery 
(c) Pancreatic insufficiency 
(d) Fatty diarrheas from diseases of 
the absorptive system: 
Non-tropical sprue 
(e) Endocrine diseases 
Hyperthyroidism 
Addison’s disease 
Parathyroid disease 
2. Parasitic infections 
(a) Amoebic dysentery 
(b) Giardia lamblia 
(c) Trichomonas hominis 
3. Bacterial 
(a) Tuberculous ileocolitis 
(b) Bacillary dysentery 
4. Idiopathic ulcerative colitis 
5. Malignant and benign tumors 


who 
In our own 
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Chronic 


Diarrheas 


Management* 


L. L. HARDT, L.L., M.S., M.D., F.A.C.P.+ 
Chicago, Ill. 


6. Allergies 
7. Functional 


Physiological Disturbance 
l. ACHLORHYDRIA 


In the group of diarrheas attributable 
to a physiological deficiency, achlorhydria 
appears to be at the head of the list in our 
experience. The incomplete peptic diges- 
tion which takes place in the absence of 
hydrochloric acid in the stomach is con- 
sidered one of the causes of the diarrhea. 
The lack of hydrochloric acid favors more- 
over the entry and growth in the intestinal 
tract of abnormal bacterial flora which 
may produce toxic and inflammatory reac- 
tions. 

Diagnosis. This type of diarrhea may 
be mild or severe, intermittent or continu- 
ous. Cramps may be present but are not 
as a rule an outstanding complaint. Vague 
abdominal symptoms, loss of appetite, and 
abdominal discomfort are usually present. 
Stools are often loose, foul-smelling and 
light in color; they may or may not con- 
tain mucus, but are negative for para- 
sites and tubercle bacilli. Roentgenological 
examinations of the gastro-intestinal tract 
are negative, except for hypermotility. 

In this group one must bear in mind 
~ * Presented before the Fifth Annual Convention, 
International Academy of Proctology, May 28-31, 1953, 
New York, N. Y. 

t Clinical Professor of Medicine, Stritch School of 


Medicine, Loyola University, Cook County Graduate 
School of Medicine. 
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that the absence ot tree hydrochloric acid 
from the stomach does not always produce 
diarrhea, for achlorhydric 
with 


there are 


patients pernicious anema, sprue, 
pellagra or gastric polyps who are not 
thus afflicted. 

The treatment consists of 15 to 30 drops 
of dilute hydrochloric acid in a glass of 
water sipped through a glass tube at meal 
A bland diet rich in vitamins and 
supplemented with liver extract and iron 


is recommended. 


ll. GASTRIC SURGERY 

Etiology. Radical and subtotal gastrec- 
tomies and gastroenterostomies frequently 
give rise to rapid emptying of the stomach 
or the so-called “dumping syndrome”; 


time. 


diarrhea occasionally results from this 
condition. 
Diagnosis. The diarrhea may be due to 


the decreased size of the stomach and re- 
duced volume of gastric juice, resulting 
in incomplete peptic digestion. The in- 
sufficiently digested food then irritates the 
small bowel, leading to hyperperistalsis. 

Treatment. Hydrochloric acid, pepsin, 
pancreatin, vitamins and bile salts must 
be added to the diet in concentrated form. 
A non-irritating, low residue, low fat diet, 
with moderate quantities of proteins, car- 
bohydrates and minerals is well tolerated. 
Small frequent meals should be repeatedly 
stressed. 


Ill. PANCREATIC INSUFFICIENCY 


Etiology. The diarrhea is the result of 
pancreatic insufficiency,2 but occurs only 
when there is extensive pancreatic involve- 
ment. It is not an uncommon finding in 
the middle and older age groups. 

The Diagnosis which is based largely 
on a careful examination of the stools, 
reveals large amounts of undigested fat, 
protein and carbohydrate elements, but 
may be negative for pancreatic ferment 
tests. Other diagnostic tests are an en- 
larged liver and low concentration of 
serum amylase and lipase. Frequent semi- 
fluid, or watery and frothy stools contain- 


ing considerable amounts of fat are sug- 
gestive of pancreatic deficiency. 
Treatment consists of large doses of 


pancreatic extracts, four to 12 pancreatin 
tablets daily with Viokase is 
equally beneficial, powdered Papain has 
also proven beneficial, and a low fat diet 
supplemented with large doses of vitamins. 


IV. NON-TROPICAL SPRUE 


No definite etiology of this functional 
Since the pres- 


meals. 


defect has been advanced. 
ence of excess fat in the feces is an essen- 
tial requirement for the diagnosis, it is not 
surprising that the failure of fat absorp- 
tion is often blamed for all the symptoms 
which arise. Faulty phosphorylation has 
been suggested as one possible explana- 
tion of the absorption defect. Frazer* has 
considered the combination of infection 
and avitaminosis as a possible etiologic 
cause, suggesting that the altered flora in 
the intestinal tract enters into competition 
with the host for the vitamins, so produc- 
ing many of the secondary changes or 
manifestations. The presence in these 
patients of a constitutional factor, either 
inkerited or acquired, has also been sug- 
gested. 

Symptoms. This condition usually be- 
gins between the ages of 35 and 55. The 
principal complaint in about half of the 
patients is diarrhea; other complaints are 
weakness, loss of weight, lassitude, anemia 
and glossitis, and also diarrhea of lesser 
severity. 

The most common bowel disturbance 
is the passing of pale, watery stools, rare- 
ly more than eight per day, lasting from 
two to 14 days per attack. However, an 
attack may consist merely of the passage 
of one or two bulky offensive and pale 
stcols per 24 hours. Lassitude usually 
accompanies severe anemia and diarrhea. 
Disturbing flatulence or flatus is experi- 
enced by more than half of the patients, 
and nausea, usually associated with diar- 
rhea, occurs in approximately one-third. 
Severe pain is uncommon. 
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Appetite is usually well maintained and 
Loss of 
Tet- 


any, in a mild form, has entered the ex- 


sometimes increased enormously. 
weight is almost invariably present. 


perience of practically every patient, and 
troublesome if the 
diarrhea is severe. Hypokalemia is pres- 
ent because of the loss of electrolytes 
oceasioned by the diarrhea. The impor- 
tance of the lack of potassium as a symp- 
tom-producing factor has only recently 
come to be appreciated. Complaints of 
weakness and heavy limbs, together with 
mental apathy, may be related to potas- 
sium deficiency, as evidenced by low serum 
potassium, and the rapid reversal of symp- 
toms on administration of potassium. In 
severe cases, weight loss may be rapid 
and marked, the blood pressure may be 
lowered considerably, reflexes may dis- 
appear and muscle weakness may be 
profound. The abdomen may _ become 
distended and simulate ileus. Vomiting 
will cause further loss of potassium. 


may be _ especially 


Glossitis is seen at some time in almost 
every individual. Extensive subcutaneous 
hemorrhages may be present in the severe- 
ly ill patients, although such manifesta- 
tions may also be encountered in patients 
wko are otherwise apparently well. Pro- 
fuse hematuria, melena, purpura and joint 
swelling as well as subcutaneous hemor- 
rhages may occur; the diagnosis will be 
missed, however, unless steatorrhea is also 
considered as a possibility. 

Diagnosis. Sigmoidoscopy often reveals 
a red velvety mucous membrane, bleeding 
easily, with minimal trauma; later it ap- 
pears atrophic, pale, smooth and dry. Gas- 
troscopy may show gastric atrophy. Ap- 
proximately 20% of the patients have a 
histamine-fast achlorhydria; a large num- 
ber have only a trace of acid; and the re- 
mainder have normal acidity. With clin- 
ical improvement, some patients with his- 
tamine-fast achlorhydria may again be 
able to secrete free hydrochloric acid. 

The blood picture varies with the clini- 


cal state. In the advanced stage of the 
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disease there is a severe macrocytic anemia 
with a color index of 1 or 1 plus. Low 
blood calcium, phosphorus and cholesterol 
are common. The plasma levels of vitamin 
A and of carotene are also low. Associated 
with the severe anemia are tingling and 
numbness of the fingers and toes, with 
weakness of the legs and cramps in the 
calves and thighs. 

When the blood chemistry is greatly 
disturbed, spasmodic contractions of the 
hands and feet may appear. Impairment 
of absorption is indicated by a flat oral 
glucose tolerance curve (usually defined 
as a rise of less than 40 mg. per 100 ml. 
during the test). The diagnostic value of 
this test has recently been questioned by 
W. T. Cooke, especially when viewed in 
the light of the part played by the liver 
and the adrenals in carbohydrate metab- 
olism. 

Roentgenography reveals distortion of 
the mucosal pattern of the small bowel 
with dilatation and loss of haustrations of 
the large intestine. The skeleton usually 
reveals minimal decalcification of the 
spine. The precise nature of the bone 
changes has not been wholly established. 
Although they are usually diagnosed as 
osteomalacia, they are in many instances 
due to osteoporosis. Vitamin D is rapidly 
effective. 

The diagnosis must be based on the 
clinical symptoms and objective findings 
in the gastro-intestinal tract, on the hema- 
tological values, and the stools. 

Treatment consists first of all in a high 
protein, low fat diet (usually 100-120 gm. 
of protein, and approximately 50 gm. of 
fat per day). A period of bed rest is 
almost of equal importance. Calcium 
should be given orally and intravenously. 
and vitamins K, A, D, B, and nicotinamide 
should be given in large doses. 

The hematological picture, if megalo- 
blasts are present, may respond to the 
daily administration of folic acid (10 to 
20 mg. doses). However, neither folic acid 
nor liver therapy has thus far proved ef- 
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tective in remedying the defective fat 
absorption. Vitamin B,, may prove bene- 
ficial, at least in some patients. The pres- 
ence of marked hypochromia and hemo- 
globin values suggest the need for the 
administration of iron by the oral route. 
Glossitis usually be controlled by 
daily doses (300-400 mg.) of 
acid, and of 5-10 mg. of riboflavine. In a 
few instances it will be necessary to give 
large injections of liver extract, vitamin 
B,., pyridoxine and pantothenic acid. 

Lassitude in some of the patients ap- 
pears to be the result of hypokalemia, 
which may be effectively treated by the 
administration of potassium salts and meat 
extracts. Finally, dehydration can be cor- 
rected by injection of electrolytes in the 
proper amounts. 


can 
nicotinic 


Endocrine Disturbances 


1. HYPERTHYROIDISM 


Etiology. Diarrhea is 
early sign of an overactive thyroid. 

Symptoms. Thyroxin apparently causes 
a decrease in gastric acidity, leading to 
the gastrogenous type of diarrhea with 
poor ‘protein digestion, irritation of the 
small intestine, and rapid emptying of the 


frequently an 


colon. It may also cause overstimulation 


of the vagus nerve with resulting hyper- 
peristalsis. 

Diagnosis. The stools vary in number 
from one to three to as many as 15 and 
20 in 24 hours. They are loose or soft but 
characteristically contain no mucus or 
blood. The associated symptoms are sali- 
vation, excessive perspiration, nervousness, 
rapid pulse, general abdominal pain, 
cramps and loss of weight. The diagnosis 
is made by determining the basal metabo- 
lic rate and the presence of an alimentary 
hyperglycemia. 

Treatment consists of physical and men- 
tal rest; a high caloric, well balanced diet, 
and Lugol’s solution, 10 to 15 drops in 
milk, three times a day, or propy]-thioura- 
cil two or three times daily, and thyroi- 
dectomy. 


Il. ADDISON'S DISEASE 


Etiology. Chronic diarrhea may be ob- 
served in atrophy of the cortex of the 
adrenal glands, or destruction of the cor- 
tex by malignant growth or chronic in- 
fection. 

Symptoms and Diagnosis. Apart from 
crises, no abnormality may be _ found. 
When changes occur, the serum sodium is 
low (normal, 320-350 mg/100 ml.) and 
the serum potassium is high (normal, 18- 
22 mg/100 ml.). There is a tendency to 
hypoglycemia. Such changes occur, how- 
ever, only in severe cases or during crises 
and are not to be depended upon for diag- 
nosis. The onset is usually insidious, oc- 
curring most frequently between the ages 
of 30 and 50 years. Asthenia, hypotension 
(the systolic blood pressure is frequently 
found to be below 100 mm. Hg.) and 
tachycardia are usually present. Bronzing 
pigmentation of the skin is frequently 
diagnostic. Anorexia, vomiting, 
diarrhea or constipation are common find- 
ings. The symptoms of a primary disease 
should always be kept in mind. 


nausea, 


Treatment. The deficiency of “mineral” 
cortical hormone is made good by giving 
desoxycorticosterone acetate (DCA), caus- 
ing retention of water, sodium and chlo- 
ride, and potassium excretion. This is 
given intramuscularly in doses sufficient 
to maintain a normal output of sodium 
chloride and water; usually between 2-10 
mg. daily are required. When stability 
has been reached by trial, further treat- 
ment is by the subcutaneous implantation 
of pellets of DCA. Usually four pellets 
of 100 mg. each are implanted; they suf- 
fice for 6-12 months. Measured supple- 
mentary doses of sodium chloride may be 
added to the diet. Mild cases may be 
maintained on extra salt without DCA. 
In a crisis the whole natural cortical 
extract “cortin” (—eucortone) should be 
given in addition to DCA. Cortisone will 
provide an even more satisfactory form of 
replacement therapy. 
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ill. PARATHYROID DISEASE 


Etiology. This form of diarrhea is oc- 
casionally present following accidental ex- 
tirpation of the parathyroid glands during 
thyroidectomy. In parathryoid glandular 
disorders, in general, chronic diarrhea and 
tetany may occur, especially in children. 

Symptoms and Diagnosis. There is a 
reduction in the calcium and blood chlo- 
rides as well as an increased output of 
calcium in the urine and feces. The diar- 
rhea is part of the symptom complex of 
tetany. 

Treatment consists in the oral adminis- 
tration of dihydrotachysterol in daily 
doses of 15 minims (1 cc.) for 30 days. 
A rest period of two to four weeks is ad- 
visable before further medication is given. 
If the blood calcium is low, 
gluconate parenterally, or calcium lactate 
orally, should be given. The oral dose is 
1-3 grams, three times daily, and 0.5 to 
1 gram for infants. 


calcium 


Parasitic Infections 
|. AMOEBIC DYSENTERY 


Etiology. Endamoeba histolytica” ® has 
a world-wide distribution and is no longer 
considered a disease confined to the 
tropics. The parasite inhabits the large 
bowel, where it is found within the lumen 
or in the wall. 

Symptoms and Diagnosis. Amoebic ul- 
ceration occurs in the bowel, usually in 
the large intestine. The rectum, cecum, 
and colonic flexures are mostly affected, 
and sometimes there may be tumor forma- 
tion at these sites, resulting from amoebic 
invasion of the bowel together with asso- 
ciated pyogenic infection. Symptoms of 
intestinal amoebiasis are extremely varia- 
ble and practically any gastro-intestinal 
disorder from mild dyspepsia to ulcerative 
colitis and malignant disease may be 
simulated. Diarrhea with blood and mucus 
in the stools, alternating diarrhea and 
constipation, and sometimes even consti- 
pation alone may be the main complaint. 


Extensive ulceration has at times been 


(Vol. 5, No. 2) JUNE 1954 


found on sigmoidoscopy in patients with 
normally formed stools, and there have 
been fatal cases of this type. Abdominal 
pain, usually chronic and colicky, is a 
common symptom, and in chronic cases 
the cecum and descending colon are often 
palpable and tender. 

The diagnosis rests upon the identifica- 
tion of Endamoebia histolytica in the 
stools or in specimens taken at proc- 
toscopy. Active amoebae with included 
red blood corpuscles are passed by pa- 
tients with amoebic dysentery or may be 
obtained directly from ulcers. The stool 
specimen should be examined within a 
few minutes, as outside the body active 
amoeba their motility 
characteristic structure. In _ less 
cases there may be smaller amoebae which 
do not contain red blood corpuscles. The 
identification of these and of cysts, which 
are passed in different stages of develop- 
ment by patients with mild symptoms and 
by healthy carriers, is a matter for an 


and 
severe 


soon lose 


experienced protozoologist; there are four 
species of non-pathogenic amoebae from 
which differentiation may be necessary. 
It is estimated that a given stool examina- 
tion reveals only 25% of infected cases, 
and if negative a series of six examina- 
tions on consecutive days is advisable. 

Sigmoidoscopy is a valuable procedure 
which often succeeds where other diag- 
nostic measures have failed. Many cases 
have lesions in the rectum and sigmoid 
and active amobae can be found if mate- 
rial obtained from these lesions is exam- 
ined immediately in warm saline under a 
microscope. In more chronic cases there 
are discrete lesions separated by normal 
The lesions vary considerably in 
size and appearance. There may be small 
hyperemic areas with yellowish centers 
or obvious ulcers which may be single or 
multiple. Dark hemorrhagic sloughs may 
extend from the larger ulcers. 


mucosa. 


It is estimated that in 50% of patients 
with chronic amoebiasis there may be radi- 
ological changes in the large bowel, and 
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a barium enema is the preferable method 
of examination. This has not been true 
in our experience. 

Treatment of Amoebiasis: The most 
commonly employed treatment consists of 
emetine hydrochloride in 1 gr. or 0.06 gm. 
doses, given intramuscularly twice daily 
for three days. A second course is ad- 
visable after a week’s rest if a patient 
has been critically ill with amoebiasis. 
When repeated courses of emetine are 
given, generalized muscular weakness and 
asthenia occasionally develop, but clear up 
rapidly, as a rule, under symptomatic 
management. 

Carbarsone. The dose is a 0.25 gm. 
capsule three times a day after meals for 
one week, or one capsule twice a day for 
ten days; a second course should always 
be administered after one week’s rest. It 
may be given in conjunction with emetine 
therapy or following it. 

Diodoquin, gr. 10 three times daily for 
three weeks following the combined course 
of carbarsone and emetine. One week 
after this course a series of three stools 
should be examined for the presence of 
the cysts of Endamoeba histolytica. If any 
are present, a second course of emetine 
and carbarsone and diodoquin should be 
given. 

Vioform. This amebacide containing 
iodine is highly effective. It is given in 
the same dosage as carbarsone. It should 
be used (a) if carbarsone is not tolerated; 
(b) if amoebic cysts are still present after 
two full courses of emetine, carbarsone 
and diodoquin therapy; and (c) if there 
has been a relapse. 

Sulfonamides. Sulfadizine 1 gm. every 
four to six hours is the drug of choice. 
Some patients with chronic amoebic dysen- 
tery, particularly those with daily fever, 
have pericolitis due to secondary infection. 
With sulfonamides 
should be supplemented with antiamoebic 
therapy. It should be continued (i.e., the 
sulfadiazine therapy) for at least ten days. 
Less soluble sulfonamides are not indi- 


this complication, 





cated, because the complicating infection 
is beneath the bowel mucosa. 

Management of Malnutrition. Loss of 
weight and strength is common with 
amoebiasis; therefore dietary, vitamin and 
supportive therapy is often required. This 
should include the routine injection of 
crude liver extract. Carriers should re- 
ceive the standard form of therapy already 
outlined. 

In 85% of the cases, amoebiasis will 
clear up under the treatment outlined. 
Il. GIARDIA LAMBLIA 

Etiology. Giardia lamblia® is a com- 
mon flagellate which lives in the small in- 
testine of man and of many other animals 
throughout the world. It is by far the 
most common intestinal flagellate inhabit- 
ing the human intestine. The trophozoites 
occur throughout the small intestine, but 
are most numerous in the duodenum. The 
cysts are found in the lower portion of the 
ileum and throughout the large intestine, 
and can be recovered from formed stools. 
The trophozoites are as a rule found only 
in the fluid or semi-fluid stools. The trans- 
mission of Giardia lamblia is dependent 
upon the ingestion of food or drink, con- 
taminated by feces containing the cysts. 

Pathology. Giardia lamblia does not 
ordinarily produce disturbances in the 
gastro-intestinal tract, even though it be 
present in very large numbers. Occasion- 
ally this flagellate is associated with duo- 
denitis and rarely with cholecystitis. A 
small percentage of Giardia-infected chil- 
dren and adults may have an accompany- 
ing chronic mucous diarrhea, with a his- 
tory of upper abdominal pain, anorexia. 
loss of appetite and loss of weight. It is 
conceivable that myriads of Giardia tro- 
phozoites in the duodenal crypts, inter- 
mittently attached to the mucosal cuticle 
by their ventral sucking disks may produce 
superficial irritation or aggravate an al- 
inflammatory 
thus producing a chronic diarrhea. 


ready existing condition, 


Diagnosis. The diagnosis is commonly 


made by finding the parasite in the feces 
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or other material. This can readily be 
done by a microscopic examination of the 
freshly passed stool, remembering that 
only the cysts are found in the formed 
stcols. The distinct morphology of both 
the trophozoites and the cysts renders their 
recognition comparatively easy. The diar- 
rhea is usually chronic and alternates with 
constipation; the latter condition may be 
succeeded by explosive bowel movements 
(four to ten in 24 hours). Blood is usually 
absent from the stools. Sigmoidoscopy 
reveals a normal or slightly reddened 
mucosa, covered with mucoid secretion. 
Treatment. Some _ infestations with 
Giardia lamblia are resistant to treatment. 
But the combination of high protein diet 
and Atabrine (gr. 11% three times daily 
for five days) has proved highly success- 
ful. Gratifying results have been obtained 
with Diodoquin tablets (gr. 3.2, one, two 
or three times a day for two weeks). Still 
another drug, namely Acranil, a hydro- 
chlorate of an acridine dye (administered 
in tablets, gr. 744, three times daily for 
four to five days) has proven successful. 
Ill. TRICHOMANAS HOMINIS® 
Etiology. This is not a very common 
parasite in temperate regions. So far as 
is known this species of flagellate has only 
the trophozoite stage in its life cycle. 
Transmission of this parasite is apparent- 
ly by the contamination of food or drink 
with the trophozoite form. It may inhabit 
the lumen of any portion of the small or 
large intestine, especially the cecum where 
it multiplies abundantly. It may resist the 
action of normal gastric juice and cause 
infection by passing through the stomach. 
It is practically always associated with 
diarrhea and has consequently been re- 
zarded by many authors as a pathogenic 
flagellate when present in large numbers. 
The diagnosis of Trichomanas hominis 
rests upon its demonstration in the feces 
by microscopic study of fresh and stained 
fecal smears and by culturing the parasite. 
The presence of an undulating membrane 
is diagnostic for this flagellate. because it 


(Vol. 5, No. 2) JUNE 1954 


is the only flagellate with this organelle 
occurring in the intestine of man. 

Treatment. Infections with Trichomanas 
hominis are very resistant to treatment 
and may persist for years. There is no 
known specific drug that will eliminate 
this parasite. A course of anti-amoebic 
therapy and Atabrine was effective in one 
patient under our observation. 


Bacterial Infections 
]. TUBERCULOUS ILEOCOLITIS 


Etiology. Diarrhea is present in over 
50% of all cases with far-advanced pul- 
monary tuberculosis. It is most severe 
and persistent in patients with pulmonary 
cavitation and large numbers of bacilli 
in the sputum. 

Diagnosis. In the ulcerative stages 
there is an evening rise in temperature, 
night sweats and rapid dehydration. The 
stools are watery and offensive. The diag- 
nosis of an active pulmonary tuberculosis 
together with tenderness in the cecum or 
along the course of the colon are sug- 
gestive of tuberculous ileocolitis. The 
diarrhea may be persistent or there may 
be diarrhea alternating with constipation. 

In our experience sigmoidoscopy is help- 
ful in only about 8% of the patients with 
far-advanced tuberculosis and tuberculous 
ileocolitis. When ulcers are present on 
sigmoidoscopic examination, they are usu- 
ally circularly ragged with undermined 
edges and reveal yellowish gray mucoid 
sloughs in the center. The surrounding 
mucosa may appear normal. It is of diag- 
nostic importance to note the large dilated 
vessels which frequently radiate in stellate 
patterns from the ulcerative or hemor- 
rhagic lesions. The lymph follicles may 
be seen proctoscopically before they ulcer- 
ate as greyish nodules slightly elevated 
above the surface of the mucosa. If a 
painless anal fissure or ulcer is noted dur- 
ing the examination, the tuberculous 
origin of the lesions is further strength- 
ened. 


Treatment. Collapse therapy and a 


125 

















The diet 
should be rich in calories, high in vitamins 


sanatorium regimen are vital. 


and minerals, but low in residue. Raw 
milk should not be allowed. When the 
diarrhea is severe, large doses of synthetic 
vitamins must be given intravenously or 
intramuscularly. Opiates must be used 
when the pain is severe and the diarrhea 
uncontrollable. Streptomycin and_para- 
minosalicylic acid and isoniazid are the 
latest therapeutic agents, which have prac- 
tically eliminated tuberculous enteritis. In 
previous years at the Municipal Tubercu- 
losis Sanitarium, in far-advanced tubercu- 
losis we found that practically 80% had 
tuberculous enteritis, but with the advent 
of these new drugs we see less than 8%. 


ll. BACILLARY DYSENTERY 


Etiology. Bacillary dysentery’ results 
from infection of the large bowel by 
species of the genus Shigella, causing diar- 
rhea usually with blood and mucus in the 
stools during the acute phase. The source 
of the infection is -feces from a person 
with dysentery. Carriers are the main 
source of epidemics. 

Chronic  bacillary 
Only one case to date of chronic bacillary 


Diag- 


dysentery is rare. 
dysentery was seen in our series. 
nosis was based upon a positive agglutina- 
tion test for Shigella infection. The 
patient responded rapidly to sulphaguini- 
dine therapy. It is possible that many 
patients thought to have chronic bacillary 
dysentery have in fact ulcerative colitis. 


IDIOPATHIC ULCERATIVE COLITIS®: ° 


Etiology. Routine examination of many 
thousands of specimens of stools or mate- 
rial obtained direct from the ulcerated 
surface has failed to identify any specific 
organism. In the search for etiological 
factors, special emphasis has been placed 
on the psychiatric background of the 
patient. The effect of the emotions on 
alimentary function has long been recog- 
nized. The well-known work of Grace et 
al’ on the stomach has been paralleled by 


similar observations on the human colon 
in four fistulous subjects. 

Although certain stimuli or stresses 
seem to be important in precipitating the 
disease we are far from understanding the 
factors which determine a continuous type 
of reaction or its localization in the colon. 
Some have attributed it to allergy; how- 
ever, allergic reactions are not conspicu- 
ous either in the patients themselves or 
their relatives. Bockus!! has suggested 
that the Schwartzman phenomenon, a non- 
specific immunity reaction, may account 
for the recurrent attacks. 

It has been suggested that the physical 
properties of mucus are in some way im- 
paired by enzyme action, and lysozyme 
has been cited as an important agent. 
Sammons!” has found that the lysozyme 
of the stools in ulcerative colitis varies 
directly with the amount of pus present, 
and is probably derived from this source. 
He has reported the presence of mucinase 
which does attack mucus and is present 
in the feces in ulcerative colitis, but not 
in normal stools. There seems to be some 
correlation between mucinase and proteo- 
lytic activity in the feces in ulcerative 
colitis. Its significance is being investi- 
gated. 

Symptoms and Diagnosis. The onset of 
symptoms is usually gradual, sometimes 
abrupt; only rarely it is fulminating. The 
first symptom is generally a watery diar- 
rhea appearing in an individual with pre- 
viously normal bowel function. Pus cells 
and red blood cells are present on micro- 
scopic examination. Mixed blood and pus 
in visible form appear later. Occasionally 
massive bleeding occurs at the onset. Pain 
as an early symptom is unusual. 

The diagnosis is rarely in doubt; the 
age, the history of remission and relapse, 
the flat and slightly tender abdomen, the 
typical stools, the occurrence of anemia 
and dehydration make up a characteristic 
Irregular fever may or may not 
Confirmation can be readily 
for cases in 


picture. 
be present. 


obtained by proctoscopy, 
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which the rectum is normal throughout 
are quite exceptional. 

The earliest changes demonstrable by 
radiological examination are a smooth- 
ness of outline and the loss of the mucosal 
haustra. This is first seen in the pelvic 
colon, but later involves the entire large 
bowel. As the disease extends, the rectum 
becomes narrower and the normal ampulla 
disappears; the colon is shorter, narrower 
and much less distensible, and the margins 
may be ragged with the contours of shal- 
low ulcer craters in severe cases. In the 
final phase the colon is reduced to a con- 
tracted fibrous tube with complete loss of 
function. In some cases, about 10% heal- 
ing is established with the regeneration 
of islands of mucous membrane, produc- 
ing the condition of pseudopolyposis. The 
course of ulcerative colitis is prolonged 
and unpredictable. The fluctuations from 
week to week are remarkable and there 
are few diseases where the clinical picture 
can alter for better or for worse with such 
rapidity. 

Treatment. Prolonged rest with suit- 
able occupational therapy; a generous 
diet high in proteins, vitamins and calories 
and low in residue; abundant fluids and 
adequate mineral salts, especially sodium 
and potassium, and recourse to blood 
transfusions for anemia in addition to 
liver and iron are the most essential thera- 
peutic measures. A daily intake of 120 
grams of protein should be aimed at. This 
may be attained by the addition of amino 
acid concentrates. In the severe cases. 
intravenous glucose, blood transfusions 
and amino acids should be given for sev- 
eral days and all foods withheld by mouth 
until the acute phase has subsided. 

Sulfonamide therapy. Antibiotics. 

The insoluble sulfonamides( succinylsul- 
phathiazole and _ phthalylsulphathiazole. 
and the more recent antibiotics, such as 
chloramphenicol and aureomycin, have a 
place in the treatment, though results vary 
and are determined by trial and error. The 
place of the insoluble sulfonamides, suc- 
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cinylsulphathiazole and _ phthalylsulpha- 
thiazole, has not been definitely estab- 
lished, but they have a place, particularly 
in controlling secondary infections before 
surgery. Full doses, 10-20 grams daily, 
are requisite and should be given over a 
period of three to four days prior to 
ileostomy. 

Streptomycin rapidly _ sterilizes the 
bowel, but after four days the organisms 
have developed a high degree of resist- 
ance; its use should therefore be limited 
to those occasions when rapid temporary 
effect is desired, such as the preparation 
for colectomy after an earlier ileostomy. 

Chloramphenicol and aureomycin are 
certainly effective in many cases of ulcera- 
tive colitis, and of the two aureomycin 
with its wider range of activity, is the 
drug of choice. 

Azopyrin (a Swedish product, made 
available by Medical Specialties, Inc., 
Rochester, Minn., for experimental use 
in the U. S.) is a chemical combination of 
sodium salicylate and sulfapyridine. The 
dose is 1 gm. every four to six hours for 
two weeks, or until remission is evident. 
Small doses may be continued for several 
months after the symptoms have subsided. 
If nausea, dizziness, skin rash and arthral- 
gia appear, the dosage of the drug can be 
reduced or can be temporarily discon- 
tinued. 


ACTH has proven of some benefit in the 
acute fulminating cases. 

Surgery. The question of when to oper- 
ate is often times difficult to decide. The 
indications should be based upon repeated 
massive hemorrhages, the possibility of 
perforation, fistula formation, stricture and 
carcinoma. Polypoid changes have been 
considered as a possible indication for 
surgery. Ileostomy with partial or com- 
plete colectomy may be advisable in some 
instances. Some patients do well on 
simple ileostomy and carry on their nor- 
mal activity for years. Patients who have 
not responded to any form of medical 
therapy may be candidates for surgery. 
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MALIGNANT OR BENIGN TUMORS 

Patients past the age of 35 who develop 
sudden changes in bowel habits, associated 
with abdominal discomfort and distension, 
loss of strength, anemia, and diarrhea con- 
taining gross and microscopic blood, 
should be suspected of malignancy. Mul- 
tiple polyps of the colon may also give a 
similar picture clinically, and x-ray and 
sigmoidoscopy are essential to rule out the 
possible cause of either malignant or be- 
nign tumor. Careful digital rectal exam- 
ination. sigmoidoscopy and x-ray are nec- 
essary for the correct diagnosis in benign 
and malignant growths of the colon. 


ALLERGY 

Etiology. Diarrhea is a fairly common 
manifestation of food and drug allergy. 
Allergic diarrhea may be mild or severe, 
depending on the degree of sensitivity of 
the patient to the offending antigen. The 
entire gastro-intestinal mucosa may show 
congestion and edema. 

Symptoms and Diagnosis. The associ- 
ated symptoms of allergic diarrhea include 
abdominal distension and pain, epigastric 
distress, heartburn, vasomotor rhinitis and 
sneezing, asthmatic attacks, headache, 
canker sore, nausea and vomiting, coated 
tongue and pruritis. There may also be 
general malaise, irritability, nervousness 
and mental dullness. All forms of organic 
disorders must be eliminated before the 
diarrhea is considered to be of allergic 
origin. A blood count, gastric analysis, 
x-ray and thorough sigmoidoscopic and 
stool studies are essential. 

In gastro-intestinal allergy, gastric re- 
tention and atony, colonic spasm and 
hypermotility are the most frequent find- 
ings. Occasionally, dilation and slow 
emptying of the colon are noted. Reten- 
tion of the barium meal in the small bowel 
may also be present. Skin tests are only 
of limited value in food allergy. 

Treatment. The acute stages may re- 
quire epinephrine or ephedrine for symp- 
tomatic relief if the diagnosis of allergic 


diarrhea is definite. Epinephrine can be 


given at hourly intervals in 0.5 cc. doses 
or more ot a 1:1000 solution hypoder- 
mically until relief is obtained. During 
the milder periods of the disease a powder 
containing kaolin, gr. 10, phenobarbital 
gr. 14, and ephedrine gr. 3%, taken three 
times daily after meals, gives satisfactory 
results. 

The ideal therapy is the elimination of 
all suspicious foods, drugs or other con- 
tacts which may be causing the intestinal 
disturbances. The most frequent foods 
which give trouble are milk, wheat, eggs, 
chocolate, fish and tomatoes. Rare cases 
of diarrhea have been seen following the 
use of cosmetics, especially lipstick. 

Desensitization for food allergy is un- 
satisfactory and is practically never at- 
tempted. Elimination of the offending 
item or items is the only satisfactory solu- 
tion. Symptomatic relief may frequently 
be obtained temporarily by some of the 
newer medications, such as the antihista- 
mines. 


FUNCTIONAL 

For the differentiation of chronic diar- 
rheas with an organic etiology from emo- 
tional or functional diarrheas, it is neces- 
sary to make a thorough evaluation in each 
instance of the clinical history, physical 
examination and laboratory tests. 

In the clinical history one should ascer- 
tain such data as pertains to the duration 
and character of the diarrhea; the pres- 
ence or absence of blood, pus or mucus 
in the stools; and the occurrence of ab- 
dominal pain and its reference to bowel 
movement or eating. The physical exam- 
ination must take account of the appear- 
ance of the patient, color of the skin, 
presence or absence of pigmentation or 
jaundice, vitamin deficiency, the presence 
or absence of ascites or large liver, sub- 
cutaneous hemorrhages and other condi- 
tions described above. A careful rectal 
examination and proctoscopy should be 
done on every patient. Roentgenological 
examinations of the entire intestinal tract 
may be necessary. Gross and microscopic 
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examinations and cultures of the stool 
should be made by a competent technician. 
To our knowledge, many patients suffering 
from amoebic dysentery have been treated 
for functional diarrheas because of inade- 
quate stool examinations. The laboratory 
work-up should include gastric analysis 
(preferably following histamine stimula- 
tion), urinalysis, complete blood count. 
determination of blood levels of glucose, 
urea, cholesterol, calcium, alkaline phos- 
phates, sodium, potassium, chlorides and 
proteins; and blood agglutination tests for 
typhoid, parathyroid, Salmonella and Shi- 
gella infections. Basal metabolism tests 





should be done whenever there is a ques- 
tion of possible hyperthyroidism. Food 
elimination tests should be made where 
food allergies are suspected. 

If all the tests have proved negative, 
then pure functional diarrhea of a nervous 
or psychogenic origin should be consid- 
ered. It must be emphasized, however, 
that a functional element may enter into 
the picture of most any form of chronic 
diarrhea. 

In the treatment, antispasmodics, seda- 
tion, and psychotherapy are indicated. 

(Aided by a grant from The Hardt 


Foundation. ) 
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Anestheties 


Problems and Complications in Anorectal Surgery 


The choice of anesthesia for rectal or 
anorectal surgery is diversified. The tech- 
nique employed will depend entirely on 
the preference of the surgeon or anes- 
thesiologist in a given case or institution. 

This paper does not present any new 
panacea for the ideal anesthetic manage- 
ment in these cases. 
eral considerations, techniques, and com- 
plications is thought in order to bring this 
prcblem into better focus. 

The patient must be considered in the 
choice of an anesthetic agent for some will 
refuse general or spinal anesthesia as the 
case may be. Most patients have been 
informed by well wishing friends as to the 
pain associated with rectal surgery and 
their apprehension must be allayed. Re- 
assurance and proper explanation by the 
surgeon and anesthesiologist of what to 
expect from surgery and the anesthetic to 
be used is essential to patient cooperation 
and understanding, 


A review of the gen- 


For rectal surgery the position of the 
patient on the table is often a determining 
factor in the choice of anesthesia. If the 
patient is to be in the lithotomy position 
any type of anesthesia may be used. If 
the patient is to be in a prone jack-knife 
position, however, general anesthesia 
should not be used as a primary anesthetic 
unless the patient has an endotracheal 
tube in place. This is important, for if 
respiratory obstruction occurs the anes- 
thesiologist does not have proper control 
of respiration. Mechanical respiratory 
obstruction, laryngeal spasm, and inade- 
quate respiratory exchange are the most 
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common complications with patients in 
this position for rectal surgery. Fatalities 
and near fatalities occur unnecessarily 
without precautionary endotracheal in- 
tubation. Although it is realized that in 
medicine many things can be done many 
times successfully, this does not neces- 
sarily mean that the safest technique was 
practiced. It is strongly felt that endo- 
tracheal intubation with the patient in the 
prone position under general anesthesia 
is essential. 

Conduction anesthesia, namely spinal, 
spinal, caudal, transsacral 
block, and local infiltration, is often used 
advantageously for rectal surgery. 

Skepticism about spinal anesthesia 
should be disspelled for if the technique 
is carefully observed and the contraindi- 
cations are respected, the procedure is 
relatively safe and entails, as a rule, no 
complications other than headache and 
back ache in a few cases. Spinal anes- 
thesia is consistent in its effect, gives 
excellent relaxation, is easy to perform, 
and is generally well tolerated by the pre- 
pared patient. One must, however, ob- 
serve certain precautions in using spinal 
or continuous spinal for the following 


continuous 


reasons: 

1. In the service hospitals spinal and 
other types of conduction anesthesia can 
be more or less routinely employed for 
anesthesia. The same is true in larger 
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medical centers where the patient accepts 
what is to be given him as the ultimate in 
choice in any given case. In the general 
practice of anesthesia, however, the sur- 
geon’s and patient’s wishes have to be 
considered. It is thought unwise to give 
spinal to a patient who sincerely does not 
want it unless that form of anesthesia is 
definitely indicated over all others. Some- 
times the patient’s only objection is being 
awake during surgery. This can be easily 
solved by the giving of intravenous pento- 
thal, intravenous nembutal or light gen- 
eral anesthesia after the spinal is given 
but before the surgery is started. Compli- 
cations, whether they be real or imagi- 
nary, often follow spinal anesthesia in 
patients who were persuaded to accept it. 

2. Any physician giving spinal anes- 
thesia must know the specific gravity of 
the agent used as compared to that of 
spinal fluid. If a hyperbaric solution is 
used and the patient is immediately turned 
to a prone jack-knife position, high spinal, 
circulatory and respiratory collapse, and 
cardiac arrest may follow. The same com- 
plications may be produced by the use of 
a hypobaric solution with the patient in 
the sitting position. One patient given a 
hyperbaric spinal anesthetic by the sur- 
geon was placed in the prone jack-knife 
position and left unattended while the 
surgeon went to scrub. The patient was 
prepared and draped and only when the 
dark blood was seen after the initial in- 
cision was it realized that the patient was 
not breathing, had no discernible blood 
pressure or pulse rate. He was hurriedly 
turned over on his back and insufflated 
with oxygen for two hours, at which time 
his own respirations became spontaneous 
and adequate. The brain damage from 
anoxia was sufficient to cause unconscious- 
ness for his remaining seventeen days. 
Generalized convulsions developed ap- 
proximately three hours postoperatively 
only from the waist up. At autopsy this 
patient had cerebral and cord damage 
from anoxia. 
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3. Nicholson and Eversole! and Stein- 
berg? emphasized ampule contamination 
in spinal anesthesia. Spinal anesthetic 
ampules that are sterilized in colorless 
70% alcohol solution or Bard-Parker solu- 
tion may present extreme hazards. Visible 
evidence of a crack in the ampule cannot 
be detected but a faulty ampule allows 
the anesthetic agent to be replaced by the 
solution in which it is being sterilized. The 
use of such an ampule would result in in- 
traspinal alcohol or Bard-Parker solution 
injection with serious neurological seque- 
lae. Contaminated ampules may be de- 
tected by the absence of the usual air 
bubble. The coloring of sterilizing solu- 
tions with methylene blue, congo red, or 
some type of coloring agent makes these 
faulty ampules obvious. These ampules 
may also be autoclaved with the spinal set 
so that there is no chance of ampule 
contamination. 

4. Much has been written about lumbar 
puncture headaches which follow a small 
percentage of spinal anesthetics. Sciarra 
and Carter® and Haraldson* and others 
have concluded that the larger the needle 
used in performing a spinal puncture, the 
more frequent are post-spinal headaches. 
One of the primary mechanisms in the 
production of post-lumbar puncture head- 
ache is the leakage of cerebrospinal fluid 
through the hole in the dura made by 
the needle. This theory was initially ad- 
vanced by Mac Robert? and amply sup- 
ported by many other investigators. The 
leakage of spinal fluid produces a de- 
creased spinal fluid pressure. Deutch® 
advocates treating post-spinal headache 
with the intravenous infusion of 5% ethyl 
alcohol in 5% dextrose in water. This 
solution is given rapidly at first to obtain 
an analgesic and euphoric effect, then is 
slowed down to a maintenance level. The 
treatment was based on the replacement 
of cerebrospinal fluid by causing dilita- 
tion of the choroid plexus, at the same 
time making available hypotonic fluid for 
passage into the subarachnoid space. This 
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action indirectly corrects the spinal fluid 
pressure and relieves the headache. In 
four cases that we have treated with intra- 
venous alcohol the results have been 
amazing and permanent. This treatment 
is worthy of trial in these cases. 

5. Patients with severe coronary heart 
disease or moderate to severe hypertension 
probably should not have spinal anes- 
thesia. Abrupt compensations in the car- 
diovascular system required with spinal 
are often impossible in these cases. If 
the blood pressure falls precipitously the 
coronary flow is reduced out of proportion 
to systemic blood flow and it is more 
dificult to maintain the blood pressure 
since the sympathetic system is partially 
inactivated by the spinal anesthetic itself. 
Lorhan-Devine’ in a study of 49 patients 
showed that 87% had decreased blood 
volumes following low spinal anesthesia. 
The effect of spinal anesthesia on blood 
volume is intimately related to its effect 
on blood pressure. 

6. The patient with preexisting cord 
damage from Pernicious Anemia, Tabes 
Dorsalis, Poliomyelitis, Multiple Sclerosis, 
Progressive Muscular Dystrophy, Spinal 
Cord Tumor, and injury with a history of 
temporary sphincter disturbance and 
parasthesias and meningitis should not 
have spinal anesthesia. Spinal anesthesia 
is contraindicated in patients having a 
distended obstructed bowel. Sudden re- 
lease of tension in the gut may precipi- 
tate vascular collapse. Vomiting and mas- 
sive aspiration of gastrointestinal contents 
are likely. These patients are more safely 
handled by general anesthesia with a 
cuffed endotracheal tube in place. 


If these contraindications and precau- 
tions are observed spinal provides excel- 
lent anesthesia and may obviate certain 
metabolic disturbances that occur under 
general anesthesia. It is important to use 
small doses of spinal for rectal cases since 
small doses are adequate. Complications 
of spinal anesthesia most often occur with 
the larger doses. 





Caudal anesthesia is an excellent type 
of anesthesia for rectal surgery. It is the 
most frequently used regional anesthetic 
by our Department of Anesthesiology for 
rectal surgical procedures. It is also an 
unpredictable type of anesthesia for there 
is a wide variation in rapidity of onset, 
extent, intensity and duration of anesthe- 
sia. There is a wide difference in suscepti- 
bility of patients to various anesthetic 
agents and failures can be expected in 15 
to 20% of cases because of anatomical 
variations in the sacral configuration.® 

Caudal plus transsacral block or trans- 
sacral block per se is probably more cer- 
tain to produce uniform anesthesia but 
involves multiple needle punctures that 
are objectionable to many patients. 

The technique of caudal and caudal 
transsacral block is well known by the 
physicians doing these procedures. The 
three hazards of caudal anesthesia are in- 
advertent massive spinal injection, inad- 
vertent intravenous injection, and _ infec- 
tion following injection in the caudal 
canal. In performing the caudal block 
frequent aspirations must be made to be 
sure that the needle point has not pene- 
trated the dura or a blood vessel. If this 
is done the block should be discontinued 
and general anesthesia given. After the 
needle is properly placed in the caudal 
canal a test dose of 8 cc. of procaine 2%, 
pontocaine .015% or metycaine 114% is 
given. If there is no systemic reaction or 
evidence of spinal anesthesia, after a five 
minute waiting interval, then the total 
dose of 30 to 45 ce. is given. 

Payne and Rupp® have shown that the 
use of Hyaluronidase with Metycaine in 
caudal block produces unpredictable re- 
sults with occasional accentuation of bilat- 
eral inequalities of anesthesia. Therefore, 
they concluded that its use in caudal anes- 
thesia was not justified. 

After caudal injection a time interval 
of five to thirty-five minutes must elapse 
before maximal anesthesia results. Many 
times a caudal is considered a failure be- 
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cause the surgical procedure is started 
before anesthesia develops. 

Local infiltration of the rectal area, 
pudendal block and_ topical 
with ethyl chloride spray are not very 


anesthesia 


satisfactory anesthetic procedures for rec- 
tal surgery. It may suffice for the 
simple opening of a thrombotic hemor- 
rhoid but does not give the patient psycho- 
logical or muscular relaxation. 

For years surgeons and anesthesiologists 
have attempted to partially or completely 
relieve postoperative rectal surgical pain. 
Various agents and techniques have been 
advocated for this purpose but none have 
been uniformly successful. At the Gar- 
field Memorial Hospital from 1947-1951 
over a hundred caudal anesthetics were 
done with 30 to 45 cc. of 144% Metycaine 
and 5 to 10 ce. of Zylcaine (Procaine Base 
75 mg., Butesin .30 gm., Benzyl Alcohol 
.25 gm. in 5 ce. Peanut Oil). The Zylcaine 
was used in the caudal canal in an attempt 
to prolong the anesthesia of the rectal 
area. It is known that any prolonged 
anesthesia resulting from local anesthetic 
agents in oil is due to the benzyl alcohol 
used in such preparations. Postoperative 
evaluation was judged by the patient’s 
complaints, sphincter disturbances, and 
the number of hypodermics necessary for 
pain relief. In the 32 patients of this 
series that were closely followed postop- 
erative complaints were minimal compared 
to a control group that did not have Zyl- 
caine. In reviewing both the series of 
cases with and without Zylcaine it was 
observed that the patients of some sur- 
geons had routinely more postoperative 
distress than the patients of other sur- 
geons. This seemed to indicate that the 
surgical technique used was one of the 
most important factors in postoperative 
pain. 

A new agent for prolonged local anes- 
thesia, Efocaine, has been widely used 
recently. In spite of many favorable re- 
ports ‘on the action and use of this 
agent! 11, 12, 13, 14, 15,16,17 the drug is not 
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without its harmful effects. The drug is 
very irritating to the skin, abscesses may 
form if the agent is injected in contami- 
nated areas, too close to the skin or pooled 
in any given area. Wound healing may 
be delayed and inadvertent spinal injec- 
tion of this drug produces prolonged or 
permanent spinal nerve damage. All of 
these complications have been observed 
at the Garfield Memorial Hospital with 
the use of Efocaine. 

It is inconceivable to me that the 1% 
procaine and .25% procaine hydrochloride 
in Efocaine are absorbed in sufficient con- 
centration to produce prolonged local an- 
It is possible that the vehicle, 
solvent, poly- 


esthesia. 
butyl-p-aminobenzoate or 
ethylene glycol and propylene glycol with 
sodium metabisulfite and phenyl mercuric 
borate may prolong the anesthesia as 
benzyl alcohol prolongs procaine solution 
in oil. Clinically, in our hands, Efocaine 
has proved no better than local agents in 
oil. Efocaine is not as harmless as reports 
in the literature would have one believe. 

Prolapsed hemorrhoids are usually ex- 
cruciatingly painful. Yet, unless strangu- 
lation occurs, most surgeons prefer not to 
operate until the edema has subsided. 
During this waiting period Schaff and 
Spendlove!® use a 1 to 1000 solution of 
procaine hydrochloride intravenously for 
the relief of pain. Daily injections are 
used and usually no treatment was re- 
quired after the third day. Pain relief was 
gratifying and no narcotics or barbiturates 
were needed for these patients that re- 
ceived intravenous procaine. 

In severe cases of pruritis ani intra- 
venous procaine may be of value along 
with other measures and sedation to re- 
lieve the patient’s pain and tension. In 
hospitalized patients Swinton!® used a 
slow intravenous infusion of .2% procaine 
which interrupts the itch reflex by exert- 
ing a continuous anesthetic, antipruritic 
and antispasmotic effect on the congested 
rectal area. To maintain this effect pro- 
caine amide (Pronestyl) is given orally. 
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General anesthesia for rectal or recto- 
sigmoid surgery is commonly used. It 
does not produce relaxation comparable 
to good conduction anesthesia but it does 
produce unconsciousness which is a pre- 
patients. In good 
combination of 
Ideally, however, 


requisite for many 
hands any agent or 
agents may be used. 
the anesthetic selected should be fitted 
to the patient rather than vice versa. The 
anesthetic should least affect any compli- 
cating systemic disorders such as diabetes 
mellitus, asthma, anemia, cardiac irregu- 
larities, etc. 

Chloroform, ether and ethyl chloride 
may raise blood sugar as much as 200% 
so these agents should be used with cau- 
tion in patients with diabetes mellitus. If 
employed, a postoperative blood sugar 
should be taken in order to determine 
the necessity of insulin to correct the 
blood sugar level. 

Parasympathomimetic agents such as 
morphine, curare, sodium pentothal, cyclo- 
propane, should not be given, or given 
with caution, in patients having decreased 
respiratory exchange, asthma, or allergic 
manifestations. These agents may pro- 
duce bronchoconstriction and_ bronchial 
spasm which may further compromise 
respirations. 

In good risk patients it makes little dif- 
ference whether general or spinal anes- 
thesia is used for rectal or abdominal per- 
ineal surgery. In poor risk patients, how- 
ever, there is much disagreement. Con- 
tinuous spinal, in small fractional doses, 
is preferred by some anesthesiologists and 
surgeons, and general anesthesia is pre- 
ferred by others. In the poor risk patient 
it is thought that spinal anesthesia may 
be contraindicated for abdominal perineal 
resections for the following reasons: 

1. Spinal anesthesia does produce loss 


of vasomotor tone due to paralysis of 
vasoconstrictor fibers in the anterior nerve 
roots. It produces loss of skeletal muscle 
tone and respiratory depression depending 
upon the height of anesthesia (usually due 
to intercostal paralysis) and a decrease 
in blood volume usually occurs.? For 
these reasons arterial hypotension is fre- 
quently seen with this anesthetic technique 
and is more difficult to combat than the 
hypotension occurring with general anes- 
thesia. 

2. Derrick?® has emphasized the fact 
that adrenal cortical insufficiency is more 
prevalent than realized, particularly in the 
older age, poor risk patient. The stress 
of traumatizing surgery combined with 
adrenal cortical insufficiency produces an 
almost irreversible hypotension. If spinal 
anesthesia is superimposed the resuscita- 
tive problem is even more difficult. Corti- 
sone and the antibiotics?! depress adrenal 
cortical function. This must be taken into 
consideration in the proper preparation of 
the patient for surgery. 

3. Since hypotension is a common com- 
plication of abdominal perineal resections 
the incidence of myocardial infarction is 
high. In 15 cases of myocardial infarction 
as a postoperative complication of surgery 
reported by Wroblewski and La Due?? 
four were in abdominal perineal resec- 
tions. At the Garfield Memorial Hospital 
myocardial infarction has occurred in four 
cases of 19 in the past year in abdominal 
perineal resections. All of these cases ex- 
hibited hypotension during surgery, in 
spite of blood replacement intravenously 
and intraarterially, vasopressor agents, 
digitalization, and adrenal cortical admin- 
istration. Again it is thought that spinal 
anesthesia would prevent the reestablish- 
ment of vascular tone and normal blood 
pressure in this complication of surgery. 


Summary and Conclusions 


The choice of anesthesia for rectal or 
anorectal surgery should be determined 


by the patient, surgeon and anesthesiolo- 
gist. 
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If general anesthesia is given to a 
patient in the prone position endotracheal 
intubation should be used. 

All physicians should be aware of 
spinal anesthetic ampule contamination. 

Rectal surgical technique seems to play 
an important part in postoperative pain. 

Efocaine is not a harmless local an- 
esthetic agent. 

Adrenal cortical function tests should 


be determined preoperatively in poor 
risk surgical patients undergoing major 
surgery. Cortisone and the antibiotics 
depress adrenal cortical function. 


General anesthesia is probably safer in 
poor risk patients for abdominal perineal 
surgery. 

Myocardial infarction is a frequent 

complication of prolonged hypotension. 
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Malt Soup Extract Shown Effective 
Bowel Content Modifier in 
Constipated Elderly 


Studies carried out at Long Island Hos- 
pital, Boston, Mass., show that Malt Soup 
Extract provides an efficient bowel content 
modifier for correction of constipation in 
elderly patients.1 The studies were made 
on 24 permanently institutionalized, semi- 
ambulatory, severely constipated patients. 
In order to rule out dietary and incidental 
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factors, 10 non-constipated subjects of the 
same age groups were followed as con- 
trols. 

The state of the stool was universally 
altered by treatment with malt soup ex- 
tract. In all cases, the stools became soft 
and easily evacuated, although there was 
no influence on frequency. The reduced 
number of enemas required during the 
study period in contrast to that of the con- 
trol period showed that the medication was 
effective in permitting emptying at an ade- 
quate interval. No side effects of any sort 
were observed. 
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Their 


Rectoperineal 


Importance 
Fistula 


Crypts and anal glands have induced 
many to take up their interesting study 
ever since 1732, when Wislow recognized 
their existence and described them. 
Astruc, in his report on anal fistula in 
1738, refers to the anal crypts as short 
ducts and conductors of a mucilaginous 
secretion. 

Hermann and Desfosses were the first to 
point out, in 1838, the importance that 
anal glands have in the pathogenesis of 
fistula. Bodenhamer, in 1888, summarized 
the investigations of Coats (1841), Gilson 
(1850), and Gross (1856), and also de- 
scribed the anal crypts. Johnson pub- 
lished a paper (1914) on the rectum of 
the human embryo describing the anal 
glands and ducts during the different 
stages of the foetus’ development. 

Lockhart-Mummery gave a lecture on 
the anal glands and their relation to 
fistula, in 1929. 

During the last few years Tucker, as 
well as Hellwig, Harris, Gordon and 
others, has pointed out the histological 
importance of anal glands in abscess and 
fistula pathogenesis. 

In a previous paper I reported on the 
surgical treatment of the rectoperineal 
fistula in accordance with Chambouleyron’s 
technique: 

(a) extirpation of the infected crypt, 

(b) detachment and slipping over of 
the healthy mucosa, and 


in the Surgical 


Anal 
Glands 


Treatment of 
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(c) suturing to the external sphincter 
at the subcutaneous surface. 

Now we shall consider the glands of 
the anal region and their importance in the 
surgical treatment of rectoperineal fistula. 
In the histological sectionings that have 
been carried out I have been able to ob- 
serve three distinct glandular formations; 
ies: anal glands, apocrinal glands, and 
sudoriparous glands. 

The anal glands, which are tube-like 
glands, are variable in number but, ac- 
cording to Brener, are not more than 
eight; the majority of them situated pos- 
teriorly in the submucous tissue under the 
crypts, into which they lead by means of a 
duct. 

50% of the branchings infiltrate into 
the sphincter muscle fasciae, reaching, in 
a few exceptional cases, right up to the 
muscular fibres of the levator ani muscle. 

It would seem that they must be the sur- 
viving remains of sudoriparous glands, and 
that before man took his upright position 
they played a rather important role in the 
mechanism of sexual attraction. By using 
special dyes, the mucin deposits of these 
glands are made visible, thus proving the 
functioning structure of the anal glands. 
The ducts are covered by the same tran- 
sitional epithelium of the anus, of the 
crypts and the papillae. The apocrinal 





Sala 4, Emilio Civit Hospital, Jefe, Dr. Rodriguez 
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and sudoriparous glands are round in 
shape and are permanently situated either 
in the subepithelial tissue of the anal tran- 
sition or in the perineal subepithelial 
tissue. 


From what we have so far seen one can 


logically infer some hypotheses regarding 


proctologic pathology, i.e.: 
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Fig. | (left). Apo- 
crine and sudori- 
parous glands. 


Fig. 2 (above). Pa- 
pilla, crypt and anal 
gland. 


Fig. 3 (below). Anai 
gland in the sphinc- 
ters. 








First. Not all eryptitis turns into ab- 
scesses. An anal gland does not neces- 
sarily correspond to every crypt. 

Second. Some fistulae have a _ tract 
reaching right up to the fibres of the leva- 
tor ani muscle. Some glands branch off 
into ramifications which reach up to this 
muscle. 

Third. 60-70% of fistulae have a pri- 
mary, or internal, orifice in the posterior 
hemi-anus. The majority of these anal 
glands are to be found in this hemi-anus. 

Fourth. Some fistulae have a well-de- 
fined and fibrous tract; others have a tract 
hardly permeable to the exploring stylet 
and have an abundance of necrotic tissue 
in the tract which branches off on pene- 
trating into the sphincter. 

In the first case, the infectious process 
has involved a gland without any prolifer- 
Fig. 4 (above). Three- ations infiltrating into the sphincters. In 
month foetus—anal glands. i 

the second case, the gland has prolifera- 
tions which infiltrate into the sphincters, 
forming recesses. 

The surgical treatment of the recto- 
perineal fistula requires: 
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First. An exact knowledge of the anat- 
omy and physiology of the region. 

Second. A roentgenological investigation 
of the tract. 

Third. A knowledge of all the surgical 
techniques so as to be able to apply the 
most appropriate one for each case. 

Which are the criteria we adopt? 

In the intrasphincter fistulae. Fistulot- 
omy with extirpation of the crypt as well 
as of the corresponding gland. 

In the trans-sphincter fistula.  Fistul- 
otomy with, or without, sphincter  sec- 
tioning, according to position, direction, 
and number of tracts. 

In the extrasphincter fistula. Fistulec- 
tomy without sectioning of the sphincters. 

Fistulotomy and re-building up of the 
Chambouleyron’s technique. 
First. Fistulectomy without sectioning of 


sphincters. 


the sphincters and the Chambouleyron 
technique are both indicated only in cases 
of fistula with well-defined tracts which in- 
dicate the involvement of a gland without 
any infiltrating ramifications in the 
sphincter muscles. By simply extirpating 
it one is assured of surgical success. 
Second. Fistulotomy and re-building of 
the sphincters is indicated in those cases 































of fistulae with a badly defined tract and 
with abundant necrotic tissue which make 
one presume the existence of an involved 
gland with multiple infiltrating ramifica- 
tions in the sphincters. 


Fig. 6. (above). 
Extra-sphincteric 
fistula. 


Fig. 7 (left). The 
anal gland and crypt 
have been excised. 
Mucosa is being 
drawn downward to 
cover this area. 








Fig. 8 (below). The 
mucosa is sutured 
at the line of Hilton. 


















Polypectomy 


WILLIAM LIEBERMAN, A.B., M.D., F.LA.P.* 


The importance of early removal of 
benign polyps of the sigmoid and rectum 
has been emphasized by numerous authors 
and it is recognized that many of these 
polyps ultimately become malignant. The 
principal symptom is bleeding. In chil- 
dren, polyps is one of the most frequent 
causes of rectal bleeding. 

In some cases a small isolated area in 
the periphery of the polyp has shown ma- 
lignant degeneration on microscopic ex- 
amination. Such polyps, particularly if 
pedunculated, may be excised by one of 
the methods to be described. Excision may 
be followed by implantation of radon seeds 
in its base and by periodic inspection to 
detect possible recurrences. 

Pedunculated polyps, located low in the 
rectum, sometimes can be pulled down 
into the anal canal or outside the anus, 
ligated with chromic catgut or black silk 
and excised. However, if the polyps is 
located higher in the sigmoid it may be 
best to use a fulguration or coagulation 
technic, in one or more sessions, depend- 
ing upon the size of the polyp. In such 


Brooklyn, New York 


cases, it is considered best to work in- 
wards from the periphery if the growth is 
of larger size, in order to decrease the 
chances of hemorrhage at the time of 
sloughing of the eschar. For sessile polyps 
this is the method preferred. Before using 
a spark it is best to wash away explosive 
gases which may be present by passing in 
a stream of air or carbon dioxide. 
Pedunculated polyps may also be re- 
moved by means of a wire snare, electri- 
fied or non-electrified. A prime purpose 
to be achieved is the avoidance of hemor- 
rhage, which, once it has occurred, may 
be difficult to control. In the case of the 
cold snare, a rather heavy wire should be 
used (for its crushing effect) and it should 
be tightened slowly over a period of per- 
haps 10 to 20 minutes. In the case of 
the electrified wire, a coagulating current 
is applied while the snare is being tight- 
ened. Late bleeding may, however, occur 
"Agee: in Proctology, Unity Hospital, Brooklyn, 


New York. 


Presented at Fifth Annual Convention, International 
Academy of Proctology, Hotel Plaza, New York, 
May 30, 1953. 


FIGURE | 





e 





140 THE AMERICAN JOURNAL OF PROCTOLOGY 





— 





ee LE 





in such cases when the eschar separates. 
A radium pack application or radon seeds 
in the fulgurated area may decrease the 
tendency to late bleeding in a particularly 
vascular polyp. However, when the pedi- 
cle of the polyp contains a vessel of larger 
caliber, danger of bleeding may still exist. 
Such bleeding causes an obscuring of the 
bleeding point by the accumulation of 
free blood in the lumen of the bowel. 
Packing in this condition is difficult and 
not often successful because of the dis- 
tensibility of the rectum and sigmoid. 
Another factor which makes ligation 
desirable is the possibility that constant 
traction on the polyp has invaginated the 
peritoneum into the pedicle. This may 





occur when a broad pedicle is attached to 
the anterior wall, three inches or more 
from the anus. The peritoneal cavity may 
be exposed by snaring such a pedicle. To 
prevent this mischance the pedicle should 
be ligated and cut not too close to the 
bowel wall. It is in such cases, as well 
as in cases where hemorrhage is feared, 
that ligation preliminary to excision is of 
particular benefit. In the case of polyps 
high up in the rectum or sigmoid, such 
ligation, however, necessarily presents 
some technical difficulties. 

In the ligation technic which the writer 
wishes to describe to surmount these dif- 
ficulties, use is made of the ordinary type 
of snare-instrument through a proctoscope 
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or sigmoidoscope of the proper length. 
The ligature material, of sufficiently heavy 
black silk or chromic catgut to produce a 
large knot, is threaded through the snare 
handle as shown in figure 1. (Figure 1.) 
A frictional slipknot, which cannot slip or 
loosen, readily is constructed and made 
large enough to prevent its entrance into 
the cannula of the snare. 

Figure 2 shows the steps in preparing 
such a frictional slipknot. A few mo- 
ments practice will enable one to make 
such a knot quickly and easily. 

The proximal end of the ligature which 
has been passed through the cannula is 
caught in the hand grip, pulling which 
will tighten the knot around the pedicle of 
the polyp. The snare instrument can then 
be slid off from the ligature, the long end 





of which is then cut short by a long 
scissors through the scope. Following this 
the polyp may slough off or can be coagu- 
lated as previously described. Parentheti- 
cally, it may be remarked that practice in 
controlling the snare and loop may be ob- 
tained by some preliminary work using 
pieces of raw meat to simulate the sig- 
moidal polyp. 

Other assurances that bleeding will not 
occur are as follows: 

1. Observation of the operative site for 
a few minutes after the excision. 2. Re- 
proctoscopy 15 to 20 minutes later. 3. Ap- 
plication of additional fulguration, coagu- 
lation or pressure if found necessary. 4. 
Chemical cauterization of the oozing sur- 
face (silver nitrate or liquor ferri sub- 
sulfatis) . 


Conclusion 


Since even a slight ooze may, in several 
hours of hidden bleeding, fill the rectum 
and sigmoid with free blood and clots, 
unknown to the patient until he is forced 


Primary Abdominal Wound 
Healing in Surgery Involving 
the Colon 
FERGUSON, M. D.: Amer. J. of Surg., 1953, 
Vol. 86, No. 5 (Nov.) pp. 494-496. 
Well-trained surgeons may raise eye- 
brows at the didactic reference to, for ex- 
ample, the use of pre-operative hypertonic 
enemas, triple thickness drapes, peritoneal 
closure with catgut, and wound irrigation 
with saline solutions. One might take 
issue with the author’s statement that 


to evacuate, thus causing severe blood loss, 
all the time required for preliminary liga- 
tion and other safety measures will be 
well spent. 


+ 


closure of Scarpa’s fascia is not only un- 
necessary but contributes to tissue necrosis 
and wound complications. In a _ paper 
treating of finer technical details, the 
advocacy of 00 plain catgut (rather than 
4-0 or 5-0) for ligature of subcutaneous 
vessels seems contradictory. Nevertheless, 
the development of only 5 wound infec- 
tions among 200 patients in whom the 
colons were open is commendable. 


Ct. 8: 
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EDITORIALS 


Sigmoidoscopic-Roentgen Search 
For Rectal Bleeding 

It is more than twenty years since I 
learned the importance of explaining 
rectal bleeding. A male patient, forty-five 
years of age came to my office complain- 
ing of passing bloody mucus daily with 
bowel movements. He had been under 
care of an outstanding gastroenterologist 
and had had an X-Ray study of his colon 
by a competent roentgenologist. The 
X-Ray and other findings were reported 
negative. 

Procto-sigmoidoscopic examination at 
my office revealed a sessile adenoma in 
the rectal ampulla 1 cm. in diameter. I 
felt very proud about having discovered 
the apparent cause of the patient’s bleed- 
ing and _ proceeded to dessicate the 
growth. 

A month later the patient continued 
to pass bloody mucus, even though the 
polyp had been completely eradicated and 
the base healed. Further sigmoidoscopic 
with 12” and 14” 
fragments of 


examinations 
again 
mucus, but no explainable lesion. Because 
an X-Ray of the colon had been done 
and reported negative, I was at a loss 
to explain the bloody mucus. 

The patient left me and visited the 
Mayo Clinic, where a malignant polyp 
was found in the descending colon. A 
resection and complete recovery followed. 
I was chagrined and puzzled and decided 


scopes 


revealed bloody 
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Clinic 


how 


to visit the 
to determine 
they had _ discoy- 
ered the polyp 
which was missed 
by proctoscopic, 
sigmoidoscopic and 
roentgen examina- 
tion in Chicago. 
There I learned 
that the roentgen 
department at 
Mayo’s 
a new air-contrast 
method which had revealed the lesion. I 
made a copy of their new technic and 
introduced it to a roentgenologist friend 
in Chicago. Since then we have been able, 
combined proctologic roentgen 


to explain problem rectal 





Dr. Spiesman 


was using 


with a 
examination, 
bleeding cases. 

We also 
visualizing and filming the sigmoid area, 
the splenic and hepatic flexures in the 
lateral and oblique positions, which fre- 
quently which 
monly overlooked by the routine examina- 
tions and filming in the prone and supine 


learned the importance of 


reveal lesions are com- 


positions. 
We have 


patients sent in by the referring physician 


seen, and continue to see 
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with a set of barium enema films marked 
negative, only to find on careful and 
combined sigmoidoscopic-roentgen exami- 
nation, overlooked lesions of the proximal 
portion of the rectum, the sigmoid loop 
and occasionally in the descending colon, 
splenic and hepatic flexures. 

We feel that it is a dangerous pro- 
cedure to operate upon any patient com- 
plaining of rectal bleeding in any form 
without a satisfactory explanation of the 
bleeding. Too many patients are still hav- 
ing their hemorrhoids removed with an 
operable carcinoma of recto-sigmoid or 
upper colon completely overlooked. In 
our practice, we absolutely refuse to 
operate on a patient until we have made 
every proctologic examination necessary 
to explain the patient’s bleeding. 

A good history, a proctoscopic, a sig- 
moidoscopic and when indicated, a con- 
trast barium enema with lateral and 
oblique views of the sigmoid, splenic and 
hepatic flexures will explain most rectal 
bleeding symptoms’ and help institute 
proper medical or surgical treatment. 

Very rarely, all of the above mentioned 
examinations do not reveal the cause of 
bleeding. In such cases an exploratory 
operation is indicated and advised. 

The frequent inadequate roentgen 
examinations are partially the fault of 
the referring physician for the following 
two reasons: First, the referring physi- 
cian, in many cases, is not familiar with 
the importance of a complete contrast 
barium enema and does :ict request same. 
Secondly, the referring physician is often 
concerned with the additional expense re- 


News 


The European and Mediterranean Gas- 
troenterological Associations will hold 
their Fourth Annual Meeting in Paris. 
June 30, 1954. At this Meeting it will 
be decided to put into operation the estab- 
lishment of an International Congress of 
Gastroenterology, to be held sometime 
between 1955 and 1957. 





quired for this long and laborious pro- 
cedure and hopes that the old routine 
will be sufficient. 

In my estimation, the fact of the mat- 
ter is, that any cost for the old X-Ray 
procedure of the colon is a waste of 
money because the findings are incon- 
clusive, undependable and often danger- 
ously misleading. If a colon examination 
is indicated, then it should be done at 
any cost with the contrast method with 
lateral and oblique views of the com- 
monly affected areas, regardless of the 
cost. Unless it is done correctly and com- 
pletely it is a waste of any money spent 
and a waste of everybody’s time. If a 
patient’s life is at stake, as it frequently 
is in suspected recto-colonic lesions, then 
any necessary expense is worth while. 

If the referring physician, be he gen- 
eral practitioner or surgeon, understands 
and believes these facts, then he or she 
will insist on such a procedure and will 
have no trouble convincing the patient 
of the justification of the added expense. 
We as proctologists have a serious duty 
to perform. We must spread the informa- 
tion wherever and whenever we can. If 
we do, the roentgenologist will be re- 
quested more frequently by the referring 
physician to do this advanced air con- 
trast examination, and will become more 
proficient with the procedure. In_ this 
way, more and more unfortunate people 
will receive adequate proctoscopic work- 
ups and will be saved from horrible and 
often unnecessary deaths. 

Manuel G. Spiesman, MD. 


Notes 

The Academy wishes to acknowledge 
with gratitude the courtesy of Mr. Louis 
J. Fitzsimmons, 1037 North Christiana, 


Chicago 51, Illinois. of the Fitzsimmons 


Medical Supply, for his courtesy in pro- 
viding a medical steno-typist to record 


the proceedings of the Annual Meeting. 


144 THE AMERICAN JOURNAL OF PROCTOLOGY 














SURGICAL SEMINAR 
AMBULATORY PROCTOLOGY 





Pediatrie 


Proctology 


This is a very extensive subject, and 
cannot be covered in a single article. Our 
discussion, therefore, will be limited to 
the examination technic for infants and 
older children. 

Subsequent articles in this section will 
describe the congenital anomalies, mega- 
colon, prolapse and procidentia, anal ul- 
cer, polyp, simple enterocolitis and ulcer- 
ative colitis, the intestinal parasites, etc. 

Obviously, some of the conditions to be 
described are peculiar to children because 
of inherent structural defects, anomalies, 
or the normal anatomical variations as 
compared with the adult. Others are 
common to both children and adults, but 
more frequent in children. 

Examination Technique for Infant 
and Older Child Sigmoidoscopy should 
be a routine procedure regardless of the 
patient’s age. The indications for such 
examination in children are exactly the 
same as those for the adult patient. Fur- 
ther, sigmoidoscopy may be of value in ob- 
scure cases without gastrointestinal symp- 
toms. For example, pulmonary tubercu- 
losis may be associated with silent in- 
testinal lesions. Lower bowel lymphoid 
masses may be present in leukemia or 
Hodgkin’s disease. 

Preparation for sigmoidoscopy consists 
of ordinary warm water enemas the night 
before and the morning of examination. 
It is best to allow a three hour interval 
between the last enema and the time of 
examination to prevent spillage. However, 
if the examining room is equipped with 
suction apparatus and a Buie tube, spil- 
lage is not of consequence. 
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Do not use soap suds enemas. They are 
both irritating and unnecessary. 

No presigmoidoscopy sedation is ordin- 
arily required in the older child. Where 
cooperation cannot be obtained due to age 
or lack of training, a hypodermic of mor- 
phine sulfate—0.5 mg. up to six months 
of age, gradually increasing the dose be- 
yond that age until the 1 mg. dose is 
reached for the one year old—may be best. 
An additional mg. may be given for each 
additional year of age. Wait at least half 
an hour between the time of the hypo and 
the examination. 

An eight inch sigmoidoscope of 3¢ inch 
diameter is recommended for the infant 
and younger child. 

The examiner, of course, will always 
perform a digital examination with the 
well lubricated little finger before insert- 
ing the instrument. This is essential to 
rule out a partial membranous occlusion. 

After four years of age the average 
child will readily accept a 1% inch sig- 
moidoscope, or larger. This is best deter- 
mined by the digital examination. 

The adult size often can be passed after 
six years of age, and sometimes before, 
(ten inches long and 5% inch in diameter). 

The infant or child is best inverted on 
the Hanes table, or by suspending the 
child over the mother’s lap or the edge 
of the bed. A pillow may be placed under 
the lower chest and upper abdomen to 
assist in maintaining this position. In 
cases of sigmoidal intussusception, this 
position is better than the left lateral 
position. 

The examiner must always bear in mind 
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that normal infant anatomy varies from 
adult anatomy. The sacral curve is not yet 
developed in the infant. This results in a 
straight rectum, in contrast with the back- 
ward convexity in the adult. The sig- 
moidoscope is thus advanced straight in- 
ward and upward. 

A twenty centimeter advance is possible 
in most infants. The examination must 
always be gentle and cautious. The upper 
rectum usually turns to the right to join 


Traumatic Perforations of the 
Rectum and Distal Colon 


KLEIN, R. R. and SCARBOROUGH, R. A.: 
Amer. J. of Surg., 1953, Vol. £6, No. 5 
(Nov.) pp. 515-522. 


Perforations of the rectum usually are 
not accompanied by sudden pain. shock, 
or other dramatic symptoms unless blood, 
enema liquid, or feces grossly contact the 
peritoneum. Agents responsible for the 
accidents are: a) the proctoscope (if per- 
foration is extraperitoneal, i.e., in the dis- 
tal two-thirds of the rectum, immediate 
diverting sigmoidostomy is indicated, with- 
out attempting to suture the perforation, 
since the site of the perforation already 
has established its direct drainage into 
the rectum; if perforation is intraperito- 
neal, i.e., in the proximal two-thirds of 
the rectum, immediate celiotomy and su- 
ture of the perforation is indicated, with- 
out proximal colostomy unless the viability 
of the sutured area is in question. “When 
accidental perforation has not been recog- 
nized during proctoscopic examination .. . 
abdominal pain and . . . peritoneal irrita- 
tion warrant immediate exploratory lapar- 
otomy”) ; b) enemas (which can perforate 
the normal rectal wall); c) colostomy 
irrigation (the majority, having peritonitis, 
requiring immediate celiotomy; extraperi- 


the sigmoid. If the lumen is difficult to 
visualize, the instrument should be gently 
advanced in a right lateral direction. 


The mucosa of the sigmoid is usually a 
deeper pink than that of the rectum, and 
the color transition may assist in indicat- 
ing direction. If the examination cannot be 
completed without undue pressure, it is 
best to postpone further study until a 


later date. 


+ 


toneal perforations are treated conserva- 
tively; d) intraluminal impalement (iron 
pipe, poker, broom handle, tree branch) ; 
e) extraluminal trauma (bullet, knife, 
kick in abdomen); and f) surgery on 
adjacent organs (prostate, radium appli- 
cator, colporrhapy, and forceps evacuation 
of the gravid uterus). Abdominal roent- 
genograms may demonstrate pneumoperi- 
toneum after intraperitoneal perforation, 
and the warning is reiterated against ba- 
rium injection to diagnose perforation. 
This excellent paper calls attention to a 
disaster which frequently lurks close-by. 
The senior author is a surgeon of such 
renown, judgment, and experience that 
his words carry double importance. 


C. J. B. 


Treatment of Carcinoma of the 
Colon and Rectum 

COLCOCK, B. P.: Amer. J. Surg., 1954, 

Vol. 87, No. | (January) pp. 13-19. 

Nothing new is presented in this short 
paper. Sulfathalidine and neomycin are 
used for preparation, but the duration of 
preparation is not stated. Why the author 
does not permit a patient already discom- 
fited by right colectomy to get out of 
bed until two days later is not clear. 


C. 7.8. 
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AT.AS OF PROCTOLOGIC SURGERY 





Plastic 


Hemorrhoidectomy 


This operation is particularly designed 
for the radical excision of a complete ring 
of internal-external hemorrhoids. The 
technic is such that the dangers of stenosis 
and ectropion, (which often follow the 
older Whitehead operation), are avoided. 

The preferred anesthesia is single punc- 
ture caudal analgesia. Low spinal (saddle 
block) is second choice. Local infiltration 
(or block anesthesia) is third choice. 

The preferred positions of the patient 
are prone, jack-knife or lithotomy in that 
order. The prone position is best, with 
adhesive tape retraction of the buttocks. 


Operative Steps 


1. A series of curved Rankin hemostats 
are applied in the left lateral quad- 
rant, extending radially outward from 
a point just distal to the anorectal line 
to a point at least one centimeter be- 
yond the outermost extent of the verge 
varicosities. (Fig. I.) 

2. As these clamps are drawn upward a 
V-shaped incision is made, as illus- 
trated in Figure II. 

3. The verge varicosities are dissected 
away from the sphincter to the ano- 
rectal line. 

4. Partially circumferential incisions are 
now made, both anteriorly and poste- 
riorly along the anorectal line, each in- 
cision stopping about 14 to 1 centimeter 
short of the anterior and posterior 
mid-points. (The anorectal line is 
usually noted as a sulcus between the 
mucous membrane above and_ the 
modified anal skin below.) (Fig. III.) 

5. Pick up the incised edges of mucosa 
with Allis forceps. 
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6. The skin flaps are grasped by forceps 
and placed under traction while the 


underlying external hemorrhoidal 
veins are dissected and excised. (Fig. 
IIT). 


. The Allis clamps and hemostats are 
now drawn outward to expose the in- 
ternal hemorrhoidal veins, and a 
double 00 chromic catgut suture on an 
atraumatic needle is placed through 
the mid-point of the healthy mucosa 
just above the line selected for ampu- 
tation. (Blunt dissection may be neces- 
sary to fully mobilize the internal 
hemorrhoidal varicosities to the se- 
lected level of normal mucosa). (Fig. 
a): 

8. The dissected hemorrhoidal tissue and 

redundant mucosa are now excised by 

scissors, scalpel or thermal cutting 


“] 


unit. 

9. The needle end of the suture is now 
used to stitch the cut edge of mucosa 
at the level of the anorectal line, using 
a continuous lock-stitch. Interrupted 

sutures may be preferred. (Fig. V). 
(Never stitch the mucosa to the ex- 
ternal skin. It may be sutured to the 
inner margin of the subcutaneous por- 
tion of the external sphincter. ) 

10. The other half of the initial suture is 

now used for the remaining mucosal 


margin. 

11. Redundant skin flaps are excised. 
(Fig. VI). 

12. Repeat the procedure on the opposite 
side. 


Postoperative Care The Septem- 
ber, 1952, issue should be consulted for 
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the details of post-operative care. If the 
patient has had an oil soluble anesthetic 
infiltration, in addition to the caudal 
analgesia, there will be relatively little 
post-operative discomfort, the patient may 
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be ambulatory immediately after surgery 
(to return home if operated in a well- 
equipped office), and usually returns to 
work within twenty-four to forty-eight 
hours. 
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Designed for complete versatility 


...examination, biopsy, treatment 
hirell vrocro-sicmowoscore’ 
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Lymph Node Metastases: Experi- 
ence with Aortic Ligation of In- 
ferior Mesentery Artery in Cancer 
of the Rectum. 


McELWAIN, J. W., BACON, H. E. 
and TRIMPI, H.D.: 
Surgery. 35:513-531 (April) 1954. 

To show that ligation of the inferior 
mesenteric artery at its origin is safe and 
should be included in operations for 
cancers of the distal colon, rectum, and 
anus, the inferior mesenteric artery was 
ligated at its aertic origin during extir- 
pative surgery for these lesions in each 
of 150 patients, in 89 of whom the intra- 
mesenteric lymph node distribution was 
studied. Describing the marginal artery, 
originating in the cecal arcades and 
coursing along the entire colon to termi- 
nate in the sigmoidal arteries, indiscrimi- 
nate dependence on its anastomotic poten- 
tial is not advocated. The generally ac- 
cepted anatomic parallelism of the 
lymphatic and vascular systems diverges 
in some areas: the lymph drainage pat- 
terns from the ileo-cecal and sigmoid 
regions are rich; the efferents from the 


ascending colon are less abundant. The 
rectal lymph pattern differs most widely 
from its vascular companion, three rectal 
lymph _ pedicles being described: a 
superior, which follows the distribution 
of the inferior mesenteric artery, injected 
dyes occasionally moving to the pan- 
creatico-duodenal nodes; a lateral, related 
to the distal 4 cm. of the rectum, no 
lateral drainage ever having been shown 
to exist superior to 4 cm. cephalad to this 
level (7 cm. from the anal verge, marked 
by the middle valve of Houston) ; an in- 
ferior, draining the columns of Morgagni 
and anal canal, and accompanying the 
inferior hemorrhoidal arteries through the 
ischio-rectal fossae, but more frequently 
coursing through the subcutaneous tissues 
to the inguinal nodes. 

In none of 89 cases (33 abdomino- 
perineal resections with sphincter pres- 
ervation, 31 abdomino-perineal resections 
of the Miles type, 25 anterior resections ) 
did ligation of the inferior mesenteric 
artery at the aorta impair the blood sup- 


ply to the remaining bowel. Every lymph 
—Continued on page 152 
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node greater than two millimeters in 
diameter (metastases to smaller ones oc- 
cupying rarely or never) was sectioned 
three to fifteen times, 60% showing lymph 
node metastases; nodal involvement near 
the origin of the inferior mesenteric 
artery, without liver metastases, was 
found in twelve cases. In accordance with 
the general opinion, the authors found 
that 50% of the highly positive nodes 
were palpable; without high arterial liga- 
tion, 8% of the group of patients studied 
would have had incomplete lymph node 
removal. 

The three cases of squamous cell carci- 
noma of the anus in this series failed to 
exhibit nodal metastases. Although rectal 
cancers presented an orderly pattern of 
lymphatic spread, a skip pattern was 
shown occasionally of sigmoid cancers. 


C. J. B. 


Significance and Trectment of 
Polyps of the Colon and Rectum 


SWINTON, N. W., and DOANE, W. A.: 
New Eng. J. Med., 1953, Vol. 249, No. 17 
(Oct. 22) pp. 673-678. 

Of 400 patients with polyps, 230 (all 
having small adenomatous polyps) were 
treated by fulguration, 44 (pedunculated ) 
by snare excision, 30 by colotomy, and 
69 by bowel resection, 4 patients refusing 
any treatment. In 38 cases of the 143 
patients from whom the polyps were re- 
moved, cancer was found. 

Local excision of a polyp found on his- 
tologic study to have localized areas of 
invasive carcinoma without involvement of 
its pedicle, blood vessels, or lymphatics is 
sufficient. As a caution, a case is cited 
in which fulguration in an attempt to con- 
trol bleeding after biopsy caused perfora- 
tion, necessitating resection. In another 
case hemorrhage persisting after fulgura- 
tion of a biopsied area required resection. 


Since polyps are found on routine sigmoid- 
oscopy in 5% of patients over the age o1 
35 years, and since polyps are pre-cancer- 
ous, sigmoidoscopy should be part of every 
general physical examination. 


C. 5. 8. 


An Analysis of Causes of Morbidity 
and Mortality in Colonic Surgery 

McADAMS, A. J.: Amer. J. of Surg., 1953, 

Vol. 86, No. 5 (Nov.) pp. 530-533, 

Complications corresponding to type of 
operation in the author’s “last 100 cases” 
are tabulated. Small bowel obstruction 
and urinary retention are given particular 
mention. The incidence of infected ab- 
dominal incisions in 10% might cause an- 
other surgeon some concern, but the de- 
velopment of fecal fistula in 4 of 29 an- 
terior resections will not be accepted by 
the well-tutored surgeon. The astonishing 
statement that insecure anastomosis is not 
a cause of fecal fistula, since “clinical 
peritonitis” did not develop, because the 
fistulas were not apparent before the sixth 
post-operative day, and because (sic) Pen- 
rose drains were used, is, to this reviewer, 
a thirsty Tantalus bringing water to his 
mouth in a sieve. 


© 2S. 


A New Approach to the Surgical 
Treatment of Rectal Procidentia 
CROMAR, C. D. L.: Postgraduate Medicine, 
1953, Vol. 14, No. 5 (Nov.) pp. 466-470. 
The redundant rectum distal to the peri- 
toneal reflection was freed through the 
abdomen and plicated upon itself (like a 
Noble plication), the pelvic floor being 
reconstructed distal to the plication. In 
this still different attempt to correct this 
distressing pathology, a fair result was 
obtained in the one case thus treated. 


GC i.e. 


—Concluded on page 154 
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“A program of treatment 





for chronic ulcerative colitis... 
as described by Lester M. Morrison, M.D., Los Angeles’ 


.-..is based on the use of 1) azopyrine*, 2) ACTH 
or cortisone and 3) psychotherapy.” 


““Azopyrine* .. . has been effective in controlling the disease in approxi- 


mately two-thirds of patients who had previously failed to respond to 


standard colitis therapy currently in use.” 


1. Rev. Gastroenterology 20:744 (Oct.) 1953; abstract in J. A. M. A., 153:1580 (Dec. 26) 1953. 


eye ® 
* sow availible wader the same site An | dine 


BRAND OF SALICYLAZOSULFAPYRIDINE 


Reports on Azulfidine: 


dine (salazopyrin) produced marked im- 
provement in 8 of 12 cases of ulcerative 


(This drug has been presented un- 

der three different names, which i “The administration of salicylazosulfapyri- 
appear in the literature cited, viz: i 
Salazopyrin, Azopyrin and the now 

established name in America, Azul- colitis.” 

fidine. ) 


19 5 () Bargen reports that since 194) approx- 
imately 100 patients have been treated 
with Azulfidine. “The results have been 


extremely satisfactory in most cases.” 
Personal communication (Apr. 12) 


195 2 In a series of 52 patients with chronic ulcera- 


tive colitis 30 or 58% showed significant im- 

provement after treatment with Azulfidine. 
Morrison, L. M.: Gastroenterology 
212153, 1952. 


Bargen, J. A.: Med. Clin. North 
America, 33:935 (July) 1949. 


After-control data 1949 from 119 pa- 
tients treated with Azulfidine prior to 
1944 showed 90 patients (84%) 
symptom-free or considerably im- 
proved. 


Svartz, N.: Acta Med. Scandinav. 
141:172, 1951. 


Morrison publishes results from a series of 47 patients treated with Azulfidine 


195 4 compared to a control series of 60 patients receiving other current therapy: In the 


Azulfidine-series 18% are symptom-free and 52% improved, compared to 5% 


and 32% respectively, in the control series. 


literature on request from 


J. A. M. A.: 151:366 (Jan. 31) 1953. 


PHARMACIA LABORATORIES, Inc. 


Executive Offices: 270 Park Ave., New York 17, N. Y., Sales Offices: 300 First St., N.E. Rochester, Minn. 
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Surgical Treatment of 
Diverticulitis 

JUDD, E. S., Jr.: Postgraduate Medicine, 

1953, Vol, 15, No. 4 (Oct.) pp. 297-303. 

Preliminary transverse colostomy per- 
mits a bulky, apparently unresectable, pos- 
sibly malignant mass to be removed later, 
with end to end anastomosis. Eight per 
cent of a large series of patients with di- 
verticula exhibited hematochezia of suf- 
ficient magnitude to be the presenting 
symptom. 

C.J. B. 


Collective Review of Cancer of 
the Colon and Rectum in a 
General Hospital 

KRATZER, G. L.: Amer. J. of Surg., 1953, 

Vol. 86, No. 5 (Nov.) pp. 523-529. 

Of 197 cases studied during a three 
year period, 165 (84%) were operated on, 
125 (75%) having resections. There was 
a surgical mortality of 8%, 32 (28%) of 
those operated on being alive after four 
years. Description of the steps in his 
“modification of the two-stage abdomino- 
perineal resection” (recognizable as the 
Lockhart-Mummery operation), reserved 
for patients of poor risk and “low rectal 
cancers’, occupies half of this paper and 
may evoke militant objection from those 
surgeons who long ago recognized the 
superior advantages of the Miles oper- 
ation in just such patients. 


oe SS 


Surgery of Diverticulitis of 
the Colon 

ALLEN, A. W.: Amer.. J. of Surg., 1953, 

Vol. 86, No. 5 (Nov.) pp. 545-548. 

In 2000 cases requiring barium con- 
trast colon roentgenograms for possible 
colon disease, diverticulosis was present in 
33%, was absent under the age of 35 
years, and was incident in 5% of patients 


45 years old. Almost all diverticula are 
in the descending colon, and most of these 
are in the sigmoid. In his familiar un- 
adorned terse style, this well-known au- 
thor and surgeon of enviable experience 
supplies conclusions drawn from 114 cases 
treated surgically, with three post-opera- 
tive deaths. Abscess requires external 
drainage and transverse colostomy with 
separation of the stomata (not the extra- 
peritoneal resection of Mikulicz). After 
an interval of, at least, 6 months (to per- 
mit resolution of the lesion and identifica- 
tion of existing cancer), anterior resection 
is carried out. Three weeks after resec- 
tion, the colostomy is closed by excision 
and end-to-end intraperitoneal anastomo- 
sis. Cancer and diverticulum may occur 
as separate lesions (in 5 of 114 patients) 
and both can produce hematochezia. Re- 
section of the involved area, leaving ade- 
quate normal margins, with proximal co- 
lostomy, if doubt exists regarding the in- 
tegrity of the anastomosis, is the operation 
for chronic diverticulitis. 


C5. 8. 


Villous Papillomas of the 
Colon and Rectum 


BACON, H. E., LOWELL, E. J., Jr. and 
TRIMPI, H. D.: Surgery, 1954, Vol. 35, No. | 
(January) pp. 77-87. 

Bleeding, diarrhea, mucoid discharge, 
and protrusion of the tumor were the most 
common symptoms; about one case in five 
was asypmtomatic, being discovered on 
routine proctosigmoidoscopy. In most of 
the 28 cases, the tumors were distal to the 
peritoneal reflection; 11 cases showed 
atypism (near-malignant change) ; 9 cases 
(36%) showed cancer. 26 were treated 
by proctosigmoidectomy; why two cases 
were selected for treatment by local ex- 
cision is not explained by the authors. 


C. J. B. 
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NEWS 








Sixth 
Annual 


Convention 


The Sixth Annual Convention of the 
International Academy of Proctology con- 
vened at the Palmer House, Chicago, IIli- 
nois, April 8, 9, 10 and 11, 1954. As has 
been the custom, members of the medical 
profession, whether or not affliated with 
the Academy, were cordially invited to at- 
tend the Convention sessions, without fee. 
The response was overwhelming, demon- 
strating once again the need for teaching 
in Proctology. 

All the scientific sessions were well at- 
tended and well received. 

The Motion Picture Seminar was espe- 


cially well attended. Indeed, this feature 
of the Annual Convention Sessions has 
become of such increasing importance that 
it will be presented at an earlier time dur- 
ing the Convention proceedings in 1955. 

Panel presentations of Anorectal dis- 
ease, and of Colon Disease, proved to be 
exceptionally valuable features, and will 
be continued at subsequent Conventions. 

The Annual Banquet and Dinner Dance, 
as usual, was most successful. Dr. and 
Mis. George Lull, Secretary of the Ameri- 
can Medical Association; Dr. and Mrs. 
Charles B. Puestow, Clinical Professor of 





Attending the International Academy of Proctology Sixth Annual Convention were left to right: 
Dr. Arkell M. Vaughn, President-elect, Illinois State Medical Society; Dr. Edward J. Krol, Immedi- 
ate Past-President, International Acedemy of Proctology; Dr. Donald C. Collins, President, Inter- 
national Academy of Proctology; end Dr. George Lull, Secretary, American Medical Association. 
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Surgery, University of Illinois College of 
Medicine; Dr. Arkell M. Vaughn, Clinical 
Professor of Surgery, Loyola University, 
Stritch School of Medicine, and President- 
elect of the Illinois State Medical Society; 
and Dr. and Mrs. James J. Callahan, Pro- 
fessor of Bone and Joint Surgery and 
Chairman of the Department, Loyola Uni- 
versity, Stritch School of Medicine, were 
honored guests. 





ABOVE: Dr. Francisco Puente Pereda accepts 
the Chapter Certificate from Dr. Edward J. 
Krol, officially activating the Mexican Chapter 
of the International Academy of Proctology. 





RIGHT: Three Secretariats are represented at the International Academy of Proctology Banquet. 
Left to right: Dr. Earl J. Halligan, International Secretary General of the International Academy 
of Proctology; Dr. George Lull, Secretary of the American Medical Association; and Dr. Alfred 
J. Cantor, Founder and Secretary of the International Academy of Proctology. 





Dr, Donald C. Collins of Hollywood, California, President of the International Academy of Proc- 
tology, extends a cordial welcome to the Delegates from Mexico. 
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BOOK REVIEWS 


FOR PROCTOLOGISTS 


PROGRESS IN FUNDAMENTAL MEDICINE 
Edited by J. F. A. McManus, University of 
Virginia. 316 pages, 74 illustrations and 2 
colored plates. Lea & Febiger, Philadelphia 
1952. Price $9.00. 


Authoritative authorship and excellent writ- 
ing, combined with topics of current clinical 
importance, make this volume valuable. This 
book differs from others in that it is not 
merely a recapitulation of past knowledge, but 
new knowledge that is being added, usually 
by the authors of the various sections. 

Material of fundamental significance to all 
physicians and surgeons, such as recent ad- 
vances in parenteral nutrition with particular 
reference to protein hydrolysates, will be 
found. 

The increasing recent interest in medical 
mycology is exemplified by an excellent sec- 
tion on the diagnosis of fungus infections. 
Although the role of fungi in pruritus ani is 
debatable, it will assist the clinician to know 
the newer staining techniques. 

Although there is very little else in the 
text for the proctologist, the gastroenterologist 
will find an excellent section on the liver and 
the discussion of liver function tests is par- 
ticularly valuable. 

The book is well illustrated throughout and 
would be a valuable addition to any library. 


PEPTIC ULCER By Lucian A. Smith, A.B., M.S. 
in Medicine, F.A.C.P., Assistant Professor 
of Medicine, Mayo Foundation Head of 
Section, Division of Medicine, Mayo Clinic 
and Andrew B. Rivers, M.A., M.D., M.S. in 
Medicine, F.A.C.P., Late Associate Pro- 
fessor of Medicine, Mayo Foundation Con- 
sultant, Division of Medicine, Mayo Clinic, 
Rochester, Minnesota. 576 pages, Appleton- 
Century-Crofts, New York. 


This useful text offers excellent material 
on the medical management of peptic ulcer. 
The point is stressed that treatment must not 
terminate when symptoms disappear. Treat- 
ment must always continue to the point of 


full healing of the ulcer, even after the patient 
is symptom-free. Obviously this depends on 
careful diagnosis, including the question of 
complications. Diagnosis is carefully con- 
sidered from every point of view in this well 
written, highly authoritative text. 

Obviously, the success of medical manage- 
ment will depend upon the proper selection 
of patients. This can only be done if there 
is careful evaluation of diagnosis, the extent 
of pathology, and the presence of complica- 
tions. These features are all particularly well 
covered in the present volume. 

The philosophy that the patient is to a 
large extent responsible for the results of 
therapy is advanced. Cooperation by the 
patient results from this educational approach. 

The illustrations are excellent throughout. 
From every point of view this book is a 
valuable contribution to the physician’s 
library. It should be in the possession of 
every gastroenterologist, and every other 
physician who treats peptic ulcer patients. 


AUTONOMIC NERVOUS SYSTEM By Alberi 
Kuntz, Ph.D., M.D., Professor of Anatomy in 
St. Louis University School of Medicine. 
Fourth Edition with 94 illustrations. 605 
pages. Price $10.00. Lea & Febiger, Phila- 
delphia, 1953. 


The fourth edition of this classical text 
book continues to be an important and fully 
authoritative contribution. It is a complete 
revision, including the newer anatomical, 
physiological and clinical data of the world’s 
literature. Of course, no single volume text 
can provide all the material available on the 
autonomic nervous system. However, the 
author has carefully selected the most signifi- 
cant data of the present, and has correlated 
it with the fundamental material of the past. 

The general physiology of the autonomic 
nervous system should be carefully studied by 
every physician. The surgeon who operates on 
the autonomic nerves will find the description 

—Concluded on page 160 
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of the morphology and distribution of the 
autonomic nervous system invaluable. 

The gastroenterologist and proctologist will 
be especially interested in the extensive dis- 
cussions of the innervation of the digestive 
tract and the accessory organs. 

Indeed, there are three special chapters 
devoted to autonomic neurosurgery, an ex- 
cellent chapter on autonomic imbalance, and 
a very fine section on the autonomic nervous 
system in disease. 

In the opinion of this reviewer this text 
is of fundamental importance to every physi- 
cian, regardless of his specialty or field of 
practice. 


PHARMACOLOGY AND THERAPEUTICS By 
Arthur Grollman, Ph.D., M.D., F.A.C.P., 
Professor of Pharmacology and Chairman of 
the Departments of Physiology and Phar- 
macology; Professor of Medicine and Chair- 
man of the Department of Experimental 
Medicine, The Southwestern Medical Schoo! 
of the University of Texas; Attending Physi- 
cian, Parkland Hospital; Consultant in Inter- 
nal Medicine, Baylor University Hospital; 
Consultant, Veterans Administration Hos- 
pital, Dallas, Texas. 104 illustrations, 828 
pages, Lea & Febiger, Philadelphia. 


Although published in 1951, this is an 
excellent textbook for the present day medical 
student and practitioner. There have been 
great advances in pharmacology during the 
last twenty or thirty years. All of these 
advances are well described in this textbook. 

Of course, emphasis is placed on the phar- 
macology of drugs used in therapy. This 
provides the student with a scientific basis 
for the use of drugs in medical practice. 

The book is very well organized, highly 
authoritative, very readable, and may be 
recommended without reserve to every phy- 
sician. 


GYNECOLOGICAL AND OBSTETRICAL 
PATHOLOGY By Peter A. Herbut, M.D., 
Professor of Pathology, Jefferson College 
and Director of Clinical Laboratories, Jeffer- 
son Medical College Hospital, Philadelphia, 
Pennsylvania. 428 Illustrations on 246 Figures 
and 2 Colored Plates. 


Every general surgeon and general prac- 
titioner, as well as the gynecologist and ob- 
stetrician (and pathologist), will be interested 
in this fine text. It is written authoritatively 
and in good style. The illustrations are ex- 
cellent and numerous. The format is such 
that ready reference is possible. 

Discussion is from the regional point of 


view, and is combined with adequate clinical 
consideration. 

There is an excellent chapter on the clinical 
significance of cytology and Rh factor and 
blood groups. 

This book is recommended for the under- 
graduate medical student as well as the 
practitioner. 


MANUAL OF GYNECOLOGY By E. Stewart 
Taylor, M.D., Professor and Head of the 
Department of Obstetics and Gynecology. 
University of Colorado School of Medicine, 
Denver, Colorado. 204 pages, 70 illustra- 
tions. Lea & Febiger, Philadelphia 1952. 


This excellent little volume is especially 
designed to provide a brief, basic review of 
gynecology. It should be especially valuable 
to both medical students and general prac- 
titioners. 

The viewpoint is not only medical, but 
psychosomatic as well. Clinical guidance is 
offered, from diagnosis through therapy. No 
operative gynecology is included. However, 
indications and contraindications for surgery 
are usually discussed. 

The book is well written, well illustrated, 
and should be valuable to the reader. 


HOLT PEDIATRICS By L. Emmett Holt, Jr., 
Professor of Pediatrics, New York University 
College of Medicine; Director, Children's 
Medical Service, Bellevue Hospital, New 
York City and Rustin McIntosh, Carpentier 
Professor of Pediatrics, Columbia University, 
and Director of the Pediatric Service in the 
Babies Hospital, New York City. Twelfth 
edition. Avpleton-Century-Crofts, Inc., New 
York, 1953. 1485 pages. 


In the opinion of this reviewer the twelfth 


edition of Holt Pediatrics continues to be 
one of the finest volumes on the subject. The 
extensive list of authoritative contributors adds 
to the stature of the text. 

It is an ideal text for the student as well 
as for the pediatrician, the general practi- 
tioner, and even the pediatric surgeon. 

The newer developments in general medi- 
cine and in pediatrics will all be found in 
this volume. The newer antibiotics, hormonal 
therapy, newer developments in immunology, 
and pediatric cardiology are all discussed. 

The text continues to be very well illus- 
trated. 

The gastroenterologist and proctologist will 
find an excellent section on the alimentary 
tract. 

The text 
vation. 


is recommended without reser- 
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